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CANCER EDUCATION.* 


By SOUTHGATE LEIGH, M. D., F. A. C. S., Norfolk, Va. 


Chairman, District Committee of the American Association for 
the Control of Cancer. 


Education of the public and profession in 
regard to cancer reminds one of antisepsis. 
The story in each is so simple that it is difli- 
cult to impress on the minds of the people. 
It is so simple that they don’t believe it. 

Antisepsis has revolutionized surgery, which 
before the days of Lister was a nightmare, 
especially in hospitals, where septicaemia, 
pyemia, erysipelas, hospital gangrene and 
death were rampant. The antiseptic methods 
which changed all of this horror are so sim- 
ple that even in this present enlightened age 
they are often neglected with unfortunate and 
even disastrous results. The simplicity of the 
thing makes it hard to impress upon the mind. 

And so in a way, it is with cancer. There 
are many things that we absolutely know 
about this dreaded disease, and those things 
are most encouraging but simple. 

Cancer is really preventable or curable in 
almost all cases. If we can persuade the pub- 
lic and the doctors in general to believe that 
statement we can get somewhere. It is also 
necessary for one to analyze the statement and 
tise common sense, while doing so. 

The entire body is made up of cells which 
ordinarily multiply at a certain rate of speed. 
Cancer is in a way a “craziness” of these cells, 
making them multiply with exceeding rapid- 
ity. They seem to go wild —*running amuck,” 
as one writer terms it. 

We know that this “crazy” condition is due 
to irritation of one sort or another continued 
over a considerable length of time. The vitally 
important thing to do is to prevent and stop 
irritation. 

The irritants may be tobacco on the lip, a 
sharp tooth cutting the tongue, the scratching 
of a mole by the comb, hot foods, gall-stones, 
kidney stones, raw spots in any part of the 
body, such as the stomach, intestine, uterus. 





_ *Read by title at the sixty-first annual meeting of the Med- 
ical Society of Virginia, in Norfolk, October 21-23, 1930. 


If any part of the body shows irritation it 
should be promptly and radically treated. 

Lumps of all kinds should be looked upon 
with suspicion and especially in a woman’s 
breast. It is always safest to consider the last 
named cancerous or precancerous until a 
microscopic examination of the tissue shows 
it to be otherwise. 

Continued infection of any of the tissues 
is risky from a cancer standpoint, such as 
gums, tonsils, nose, ears, bladder, kidneys, ete. 

Continued abuse of the digestive organs and 
continued constipation are risky. 

Leucorrhea or profuse menstruation in 
women should always be considered a sign of 
danger. Any discharge after the menopause 
is especially risky. 

All of this means that everybody, men, 
women, and children should be thoroughly 
examined from time to time, and should know 
that small apparently inconsequential abnor- 
malities must be looked after. 

There are many simple, apparently inno 
cent, conditions that may become cancerous. 
Doctors and patients should always be on the 
lookout for such conditions, so as to head off 
trouble. 

The trouble which worries me the most is 
abnormal conditions in women. Every woman 
who has had a child has also a tear in the 
neck of the womb. In a very large proportion 
of cases, that tear does not heal but continues 
as a raw surface, an ulcer, causing no pain 
or discomfort, but producing a white discharge. 
The simplest treatment will usually cure the 
ulcer promptly. 

Women, young, middle-aged or old, with or 
without having children may have ulcers or 
inflamed conditions which may lead to cancer 
but which, if discovered in time, can be easily 
cured. Every woman after con‘inement must 
be examined and looked after until entirely 
healed. 

As I have urged many times before, two 
obstacles stand in the way of the discovery 
of cancer or conditions leading to cancer in 


as 
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women, Qne is that the medical schools do 
not teach gynecology to the students in a prac- 
tical way, and the other is that the general 
practitioners as a rule are rot prepared to 
make vaginal examinations in a refined and 
decent manner. 

I would strongly urge that every practi- 
tioner take up gynee ology, at least to the ex- 
tent of knowing how to make examinations 
and do minor work, and that he also arrange 
his office with a woman attendant so as to 
make examinations in an unobjectional man- 
ner, 

I have recently read an article by Dr. Wil- 
liam J. Mayo, one of the greatest men of the 
age, from which I shail quote several para- 
graphs, 

“First, it can be said that cancer never de- 
velops in sound tissues, and this knowledge is 
manifested in the understanding of physicians 
of the danger of permitting sources of chronic 
irritation to continue. Second, in the early 
stages of malignant change surgical removal 
of the growth, or, in suitable cases, the use 
of radiotherapy gives a high percentage of 
cures. , 

“It is difficult, however, for the laity to ap- 
preciate to what extent cure is possible in can- 
cer, and in their very fear of a condition which 
they believe to be hopeless they often delay 
surgical consultation. This widespre: ud pessi- 
mism exists because when death occurs from 
cancer, the cause of death cannot be concealed, 
whereas persons who have been operated on 
successfully for cancer hide the fact that they 
have had malignant disease because general 
knowledge of it would stand in the way of 
their future advancement. As a consequence 
the public has known much of the horrors of 
the disease and little of its curability.” 

* 2 * BS a 

“It is equally probable that when a breach 
of continuity in the tissues occurs as the result 
of long-continued chronic irritation, the at- 
tempt is made first to heal the defect with nor- 
mal cells, but in the course of time, as the 
reparative processes are exhausted, cells less 
and less mature are thrown into the breach, 
until finally embryonic cells, but the best that 
‘an be supplied, replace the normal epithelium 
and take on malignant change. 

“This brings up an interesting side line of 
thought, and that is that the age of cells and 
their condition must play a prominent part in 
the development of malignant disease. Per- 


| Janu ry, 


haps the reason cancer usually appears ter 
middle age is that the cells of the body | ave 
lost the reparatiye power of youth, have a (es. 
sened immunity, and thereby have bec me 
more vultierable. Again those organs of the 
body which have a relatively short here: ity 
are more often involved than organs which 
we know to be more primitive and which mi cht 
be said thereby to have gained hereditary re- 


sistance to the disease.” 
OK tk ok ok * 


‘Again, those organs of the. body, ihe breast 
pi the uterus, which undergo early senility, 
‘arry with them an increasing risk of cancer, 
pes finally the only reasonable explanation 
why 90 per cent of alee do not have can- 
cer and why 10 per cent do have cancer is that 
there is a varying degree of immunity in in- 
dividuals to the cause or causes of cancer, 
which leads to the hope that resistance to this 
(lisease may be increased as it has been in 
other diseases of man.’ 

I have told you absolutely nothing that is 
new in this paper, but the subject is so vitally 
important a one that we must continue to say 
these things over and over again until we get 
to the point that we are continually looking 
for early cancer and for conditions that may 
develop into cancer. 

In antisepsis we have to be so thoroughly 
impressed with the necessity for extreme 
methods in every detail, that any breach of the 
simple rules of surgical cleanliness either in 
ourselves or in others, would act as a violent 
shock to us. 

So in cancer education we must have it in 
mind all of the time, to look for conditions 
that may cause trouble, urge upon our patients. 
all of them, to be examined when it may be 
necessary, and themselves to look for signs of 
trouble. In this way only will cancer be con- 
trolled. 

It is pitiful to see splendid lives shortened 
when they could have been saved. If we could 
train our patients and train ourselves in can- 
cer prevention the incidence of cancer and the 
mortality from cancer would drop enormously. 
Probably 90 per cent of all cancers are either 
preventable or curable. Let us work to reach 
that record. 

People must also be made to understand 
that quacks, those “vultures of evil,” are doing 
untold harm in advising against prompt eradi- 
cation. They must be. taught that cancer in 
the early stage is Jocal and may be destroyed, 
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and that excision and other radical removal 
of precancerous or early cancerous conditions 
are harmless. 

This is a great work for humanity, my 
friends, a simple work, but one that will save 
many valuable lives and untold suffering. 


Sarah Leigh Hospital. 





VITAMIN B “COMPLEX” IN A CONCEN- 
TRATED AQUEOUS LIVER 
EXTRACT.* 

By ALFRED CHANUTIN, Pu. D., University, Va. 

At the present time there is a great deal of 
interest in liver and liver products because of 
their use in pernicious anemia therapy. In 
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includes the anti-neuritic and anti-pellagra 
factors. There is not enough evidence avail- 
able, however, to state the relative distribution 
of these two vitamins. 

Recent studies have shown that meat and 
meat products are rich in vitamin G (anti- 
pellagra factor). Hoagland and Snider? have 
shown that beef and pork liver were rich 
sources of vitamin G. These livers were found 
to contain five to eight times as much of this 
vitamin as beef, pork or lamb, Aykroyd and 
Roscoe* reported beef liver to be richer in 
vitamin G than a large number of other food 
products. 

It was thought that an assay of the vitamin 
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been emphasized by a number of workers. In 
a recent circular published by the U. S. De- 
partment of Agriculture,! liver is listed as a 
good source of vitamin B “complex,” which 





*From the Biochemical Laboratory, University of Virginia. 


liver extract would be of interest. If this 
“complex” is present to any considerable ex- 
tent in the liver extract it may be in part re- 
sponsible for the favorable reaction obtained 
in pernicious anemia and other conditions. 
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These experiments have been conducted ac- 
cording to the method developed by Sherman 
and his co-workers.t| Young white rats, aged 
twenty-eight to thirty days, were placed in in- 
dividual cylindrical metal cages with false 
bottoms to prevent coprophagy. The young 
rats were fed a vitamin B and G free diet 
which was adequate for growth in all other re- 
spects. The liver extract was added to the basal 
liet in measured quantities each day. The 
basal diet consisted of extracted casein 18, dex- 
trin 68, butter fat 8, cod liver oil 2, and salt 
mixture 4 (Osborne and Mendel). The animals 
were weighed twice a week and the food in- 
take was recorded. 

The liver extract used was a commercial 
product*® made from the hog liver. In a 
private communication from the manufacturer 
it was stated that the liver was ground several 
times in a mill and then extracted with hot 
water. This extract was then concentrated in 
vacuo until a definite specific gravity was ob- 
tained. A small quantity of glycerol and 
sodium chloride was added for preservation of 
the concentrated extract. It is claimed that 
one ounce or 30 ¢.c. of the extract is equivalent 
to one-half pound of raw liver. 

An analysis of several constituents of this 
extract was made. The specific gravity was 
found to be 1.23 and the ash content 8.22 per 
cent, A relatively high iron content of 25.9 
mg. per 100 e.c, of extract was obtained. 

The results of the experiments are presented 
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lall died. 
22 died. 
Table 1.—Showing results of experiments. 
*Liver extract E-29 furnished by the Valentine Meat Juice 
Company, Richmond, Va. 
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in Figure 1 and Table 1.. Animals receiving 
less than 1% c.c. of liver extract daily developed 
polyneuritis. The minimum daily maiate- 
nance dose is about 1%4 ec. With increasing 
doses the animals grow rapid!y and appear to 
be in excellent condition. There is compara- 
tively little difference in the growth curve of 
the animals receiving 2 ¢.c. and 3 c¢.c. of liver 
extract daily. 

An accurate comparison of vitamin potency 
of a liver extract and other food products is 
not possible. It may be stated, however, that 
2 cc. of liver extract is roughly equivalent in 
vitamin B “complex” potency to 200 mg. of 
dried brewers yeast. From comparative 
figures of Sherman and MacArthur, this liver 
extract is many times richer than evaporated 
milk, skimmed milk and tomato juice. The 
foregoing evidence gives added justification 
for the use of liver and liver extract in condi- 
tions involving certain functional and dietary 
deficiencies. 

SUMMARY 

A liver extract tested for its effects on per- 
nicious anemia cases has been assayed for the 
vitamin B “complex” (anti-neuritic and anti- 
pellagra factors). It has been found to be rela- 
tively rich in this “complex” when contrasted 
with other foods already studied. 


The author wishes to thank Mr. <A. K., 
Turner for his help in this work. 
BIBLIOGRAPHY. 
1. Smith, Sybil L: Vitamins in Food Materials, 
U. S. Dept. of Agr, Circular 84, 1929. 
2. Hoagland, Ralph, and Snider, George G.: J. of 
Agr. Res., 41, 205, 1930. 


3. Aykroyd, W. Biochem. 
Jour., 23, 483, 1929 

4. Sherman, H C., and MacArthur, E. H.: 
Chem., 74, 107, 1927. 


R., and Roscoe, M. R.: 


J. Biol. 





PROLAPSE OF VESICAL END OF 
URETER WITH STONE.” 
By C. I. SEASE, M. D., Richmond, Va. 

Mrs. H. F. D., white, female, married, age 
fifty-seven. First examined by me May 16, 
1930, complaining of frequency of urination. 

P. H.—Usual childhood diseases. No seri- 
iliness. Hemorrhoidectomy three years 
ago and removal of cyst from the cervix. 
Menses bezan at the age of thirteen. Married 
at twenty; had five children. No miscarriages. 
Youngest child is now thirteen vears of age. 


Ous 


*Read at Steff meeting of Retreat for the Sick, Richmond, 
Va., October 27, 1939. 
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Menopause eighteen months ago at age fifty- 
five. Periods were regular and normal up un- 
til that time. She feels certain she has never 
had kidney colie or any similar attack of pain. 

H. P. 1—Patient does not know just when 
her present illness began, but says she has 
had frequency of urination off and on for sev- 
eral years. She recalls having had medical 
treatment for it five years ago with only slight 
For the past three months her symp- 
She now 


relief, 
toms have been greatly aggravated. 
voids every fifteen to thirty minutes during 
the day and three or fowr times during the 
night. There is no pain, and very little burn- 
ing, but after voiding she fcels that the act 
has not been completed, and straining only 


seems to hinder rather than help. 
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eight ounces of residual urine. The cysto- 
scopic examination revealed a bladder full of 
trabeculae. The left orifice was pin-point in 
size. On the right there was a large tumor 
about 2 ins. long by 1 in, thick. It was fairly 
smooth, covered with small arterioles and 
venules, being attached to the right inter- 
ureteric ridge and filling that side of the blad- 
der. The free part of the tumor could be 
pushed back with the cystoscope, or to either 
side, Plate I gives my impression, fairly well, 
of the appearance of the tumor. The right 
ureteral orifice could not be seen. 

Thinking I was dealing with either a large 
intra-mural stone, a fibrous tumor, or possibly 
a ureterocele, I immediately fulgurated the 


base and anterior surface of the tumor. I 

















Plates I and II. 


Physical Examination shows a white woman 
about fifty-five, weight 114. Head, neck, chest, 
abdomen negative. Iixtremities negative. 
Blood pressure 175/110. Pulse 80, 

Vaginal Examination.—Uterus and append- 
ages normal. Vagina and perineum normal. 
Bimanually, a hard mass is easily felt, and it 
seems to be in the bladder, just to the right 
of the mid-line. Size about 2 ins. by 1 in. 
Shaped like a pecan. The impression is that 
it is a stone in the bladder, its position and 
partial fixation being unexplained. 

(ystoscopy.—The bladder was catheterized 
after the patient had voided, and there were 


used an insulated copper wire electrode which 
passed into the tumor without meeting any 
appreciable resistance. T also fulgurated the 
left orifice which was pin-point in size and 
elevated. 

May 20th.—The patient has fairly 
comfortable since the treatment. At 2:00 A, 
M. Friday, she had a severe pain in the blad- 
der, accompanied by uncontrollable desire to 
urinate. Attempt to catheterize revealed a 
hard object in the urethra, which was finally 
pushed back into the bladder. At 8:00 A. M.. 
however, the pain recurred, The patient was 
told to get into a tub of hot water and in a 


been 
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few moments the stone was passed. The stone 
is probably calcium phosphate, is smooth, 
shaped like a pecan, and weighs 188 grains, 
size 11% ins. by 34 in. From this time the 


patient’s symptoms of frequency were prac- 

tically relieved. On May 28rd, June 5th, July 

3rd, the redundant flaps were fulgurated. 
August 5th—Appearance as in Plate II. 





Photograph of stone. 


Both ureters were easily catheterized. 
mens from both sides were normal in quantity 
and rate of flow, and contained only an occa- 
sional cell. Injection of about 12 ¢.c. of aecri- 
flavine 1:5000 into the right ureter produced 
pain in the right kidney, suggesting that there 
is no hydronephrosis on that side. The pa- 
tient has gained in weight. Sleeps well and 
feels entirely well. Blood pressure reading is 
now only 145/70 as against 175/110 when 
first seen, 


Speci- 


Investigation by kidney function and pyelo- 
gram was declined because the patient’s symp- 
toms were so completely relieved after she 
passed the stone. 

This case is interesting because intra-mural 
calculi of such size are not often seen, and 
also because of the manner in which the stone 
probably developed. A small ureteral stone 
could have come down from the kidney pelvis 
and lodged in the vesical end of the ureter and 
there increased to its present size: or this pa- 
tient could have had a ureterocele in which a 
stone developed. The patient is sure she has 
never had any attack of pain even resembling 
kidney colic, and this point in the history 
would tend to negative the first supposition, 
though, of course, a small ureteral stone could 
pass with little or no symptoms. 


[Jam ary, 


On page 120, figure 320, Urology, Vol. UL. 
Kelly and Burnam, there is a beautiful i!lus- 
tration of a prolapsed vesicle end of the ureter 
containing a stone which has an interesting 
resemblance to the case here reported. 

Harnagel, Journal of Urology, 1923, Vol. X, 
pages 141-147, reports a similar case in which 
the stone was grasped with a cystoscopic ron- 
guer forceps, pulled through the urethra and 
amputated. 

In Kelly and Burnam’s Urology, Vol. II, 
page 357, figure 471, there is a beautiful il- 
lustration of a prolapsed ureter into the blad- 
der, forming a cyst. In Young’s Urology, Vol. 
II, page 46, figure 531 is an illustration of a 
case of bilateral intra-vesical cyst of the lower 
end of the ureters, reported by Blumer, and 
on page 47, cuts C and D, is a case illustrated 
and reported by Young. 

A eyst of the vesical end of the ureter should 
be a likely place for a calculus to form, and 
I believe that is what happened in this case, 


611 Wedical Arts Building. 





REPORT OF A CASE OF VESICAL 
CALCULUS IN THE FEMALE.* 

By W. CALHOUN STIRLING, M. D., Washington, D. C. 

My only reason for reporting this case is 
the scarcity with which vesical stone is found 
in females, and, secondly, the almost entire ab- 
sence of symptoms in the presence of such a 
large stone. Mrs. B. P.. age fifty-three. seen 
for the first time on September 8, 1930. Pa- 
tient consulted me regarding frequency of wri- 
nation together with dysuria. She gave a 
history of an acute attack of frequency and 
pain on voiding, beginning about Thanksgiving 
Day, 1927. The onset was sudden and charae- 
terized by inability to void. No other symp- 
toms were noted at that time. These attacks 
were periodic, lasting for several days, then 
disappearing for weeks at a time. Lately she 
has had a marked increase in the diurnal as 
well as the nocturnal frequency, together with 
rather marked tenesmus. There has been no 
blood at any time in the urine. The bladder 
pain is worse on exertion. 

Past History: Patient had a subtotal 
hysterectomy May 5, 1926, for a fibroid. The 
operative record was found and no mention 
was made of any foreign body in the bladder 
at that time. She had the ordinary diseases of 
childhood, typhoid fever in 1900, and arthritis 


*Read before the Hippocrates-Galen Medical Association, iD 
Washingten, D. C., October 9, 1930. 
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in 1910. No other serious illness. Menstrual 
history essentially normal; no children. No 
other serious illness. 

Physical examination shows a well-nourished 
female adult. The blood pressure was 150 
systolic and 80 diastolic; pulse rate was 72; 
temperature and respirations normal. The 
head and neck were normal, as was the chest. 
Heart sounds normal throughout and situated 


Plain roentgenogram of bladder region showing large, oval, 
dense calculus. This plate shows the value of a preliminary 
picture in all urological cases. 


within normal limits. The abdomen was nega- 
tive with the exception of a mid-line scar reach- 
ing from the symphysis to the umbilicus. Some 
tenderness was elicited on deep pressure over 
the suprapubic area. Extremities and reflexes 
normal. A blood examination revealed eighty- 
five per cent hemoglobin and 4,520,000 red 
blood cells. The leucocyte count was normal. 
as was the blood chemistry. The phthalein test 
intravenously appeared in three minutes and 
was within normal limits. A plain roent- 
genogram was taken of the urinary tract, which 
revealed a large, dense shadow within the bony 
pelvis, measuring three and one-half inches 
long and two and three-fourths inches in diam- 
eter. The shadow was of a much greater 
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density than the surrounding bone and more 
than half filled the pelvis. 

A cystoscopic examination was done at this 
time and revealed a very large, grayish stone, 
situated in the bas-fond. Spicules were seen on 
the surface of the stone, and it was movable. 
The bladder mucosa was deeply congested and 
quite red, and showed evidence of long-stand- 
ing irritation. The ureteral orifices could not 
be seen. 























Picture of the stone after removal. 


On May 10, 1930, a suprapubic lithotomy 
was done as the stone was considered too large 
to crush intravesically. The stone was ex- 
tracted from the bladder with small obstet- 
rical forceps, as it was rather hard to grasp 
and hold with the ordinary forceps. Con- 
valescence was uneventful aside from a rather 
marked hemorrhoid protrusion, which delayed 
the patient’s discharge for two weeks. 


CoMMENT 

Keyes points out that stones occur in but 
two per cent of women, he having operated on 
seventy men and but one woman; his father, 
on two hundred fifty men and three women. 
Stones in the bladder may occur at any age 
though seen frequently between fifty and 
seventy years, i. e., in the prostatic age, as fif- 
teen per cent of all prostatics have this com- 
plication. Residual urine with stagnation fre- 


quently results in the deposit of urinary crys- 
In the ab- 


tals. followed by stone formation. 
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sence of foreign bodies and local changes in the 
bladder, most of these stones are renal in origin 
and migrate to the bladder. These large stones 
are phosphatic.in composition, fairly soft, and 
cast a rather dense shadow in the X-ray. The 
largest vesical calculus on record was in a man 
reported by Randall, in which a stone weigh- 
ing four pounds was removed. Death occurred 
the following day. The largest stone removed 
in which the patient lived was one reported by 
Mitchell, which weighed thirty-eight ounces. 
The weight of this stone was one-quarter pound. 

To refresh your mind I will briefly sum- 
marize the symptoms, diagnosis and treatment. 
Disturbance of urination, i. e., frequency, in- 
terruption of the stream, pain in the head of 
the penis, incomplete emptying and hematuria 
on exertion are the signs most commonly seen. 
The diagnosis is made by a combination of X- 
ray and cystoscopic examinations. Both should 
he utilized as some of these stones are dumb- 
bell in tvpe and may be partially overlooked 
following either a cystoscopic or a plain X-ray. 
The writer reported a case of dumb-bell stone 
located in a bladder and diverticulum which 
had been partially removed elsewhere, followed 
by a recurrence of the vesical portion of the 
‘alculus. 

Treatment: Lithotrity is a procedure of 
choice if the stone is of but moderate size and 
soft. Contraindications to the use of a litho- 
trite are very large, hard stones, the presence 
of diverticulum or marked prostatic enlarge- 
ment, and severe disarrangement of the kid- 
neys. Also, where the stone is partially incor- 
porated in a foreign body introduced into the 
bladder, lithotrity is contraindicated. In the 
presence of the above enumerated complica- 
tions, suprapubic lithotomy with drainage is 
the procedure of choice. The mortality is very 
low and the results excellent. 
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DIARRHEA OF INFANTS.* 
By SAMUEL H. NIXON, M. D., Christiansburg, Va. 
The prolongation of the span of human life 
in the past generation has been a source of 
pride to the physician and a delight to the 
laity. This notable accomplishment has been 


*Read before the Scuthwestern Virginia Medical Society, at 
Christiansburg, Va., September 23-24, 19390. 
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made possible more through the reduction of 
infant mortality than through progress in a iy 
other phase of medical science. The defen-e- 
less infant is beginning to come into its own, 
because we adults are realizing that eventua! ly 
it grows into manhood or womanhood, then 
directs the destinies of our nation. If we are 
to have healthy adults, we must have healtiiy 
babies. In the wake of our new interest has 
come pre-natal care, child clinics, improved in- 
fant hygiene, better environment and special 
interest in diseases of children. These im- 
proved conditions have given us a marked re- 
duction of mortality in diarrhea of infants — 
the major disease of childhood. 

It is during infancy or the first two years 
of life that diarrhea is most prevalent and most 
fatal. The reason for this is obvious: it is 
during this period of life that most stress is 
placed upon the digestive tract, since it is not 
developed and can only utilize the simple, 
easily digestible foods. The caloric require- 
ments of infants are greater than those of 
adults in proportion to the weight, because 
metabolism is faster in a more rapidly grow- 
ing body. Having an undeveloped alimentary 
tract with an increased digestive burden, we 
have all the conditions conducive to gastro- 
intestinal disorders. 

Diarrhea is so common in infancy, and plays 
the major role in the disabilities of childhood, 
that we are inclined to regard it as a disease 
entity instead of asymptom. We should think 
less of diarrhea per se and mere of the consti- 
tutional etiological factors and their effects 
upon the body as a whole. In addition to our 
summer diarrheas, we have gastro-intestinal 
(lisorders in infectious diseases, as pneumonia, 
scarlet fever, measles, etc., which require treat- 
ment; and unless we look further than the 
vastro-intestinal disturbance for the underly- 
ing cause, we shall not be able to prescribe for 
our patient intelligently. However, if we ex- 
amine our little patients, the trouble is usually 
very evident. We shall not always be so for- 
tunate as to ascertain the etiology of diarrheas 
very readily. The following group of dis- 
eases will serve to impress upon us the im- 
portance of regarding diarrhea as only a symp- 
tom of a disturbed gastro-intestinal tract, and 
the necessity of searching until we locate the 
provocative factor: 

1. Amoebic dysentery is no respecter of age 
or climate. Until quite recently amoeba his- 
tolytica was thought to dwell only in tropical 
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semi-tropical regions, but we know now that 

is frequently found in temperate zones. 

ol examinations, proctoscopic examinations, 

| X-ray of the colon detect the offender. 

Tuberculosis of intestines with diarrhea 
usually a terminal state of tuberculosis. It 
most frequent from the ages of three to eight 
years. Chief diagnostic points are positive 
tuberculin test, tuberculosis bacilli in stools, 
anil characteristic X-ray findings of colon. 

3. Chronic ulcerative colitis is probably 
more common than we realized until we began 
to make proctoscopic examinations in eases of 
chronic diarrheas. Bargen’s diplococcus can 
be isolated from the stool. X-ray of colon is 
valuable in diagnosis. 

!. Typhoid fever usually begins with more 
or less gastro-intestinal disturbance. The con- 
stitutional symptoms, blood culture and Widal 
reaction soon reveal the true etiology of the 
diarrhea. 

>. Seurvy very often escapes identification 
as a cause of diarrhea, chiefly because we do 
not consider it. A review of the child’s de- 
ficient diet, purplish hemorrhagic gums, pete- 
chia, muscular soreness and gastro-intestinal 
symptoms make a symptom complex which is 
characteristic. 

6. In intussusception an early diagnosis is 
imperative. If it masquerades as a simple 
diarrhea very long, the child loses its life. 
Characteristic features are sudden onset with 
severe pain, shock, frequent bloody mucous 
stools, straining and palpable mass in abdo- 
men. 

+. Proctitis may be catarrhal in nature, but 
it is often due to pin-worms, careless bowel ir- 
rigations and irritating rectal suppositories. 

The most important and frequent of all 
diarrheas are those termed summer diarrheas 
of infants. It is to this class that I shall de- 
vote most of my attention. The preventive 
treatment should command a large part of 
our interest, for there are few diseases that 
give such gratifying response. 

High atmospheric temperature is the most 
important etiological factor in summer diar- 
rheas. It is during the hot summer months 
that infant diarrhea reaps its greatest toll in 
morbidity and mortality. The deaths from 
diarrhea are probably more than those from 
all other diseases of infants combined. The 
torrid weather of summer is often enough to 
cause an elevation of temperature above nor- 
mal in a healthy child, thus reducing its di- 
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gestive functions and predisposing to digestive 
disturbances. It is possible for only a small 
per cent of children to change from excessive 
heat to a cooler, more equable climate; so our 
attention must be directed to measures and 
means to keep the child well in spite of hot 
weather. This is accomplished through im- 
proving the child’s environment and general 
hygiene. The child should be kept in a cool 
part of the house and out of the hot sunshine. 
The clothing should be light, bathing and 
feedings regular, bottles clean and sterile, ete. 
The water supply should be guarded, as pol- 
luted water often contains pathogenic organ- 
isms of diarrheas. It has heen noted that, 
with improved water sanitation, there was a 
reduction of infant mortality from diarrhea. 
Mothers should be encouraged to nurse their 
babies, for artificial feeding readily takes 
second place of importance as an etiological 
factor in diarrhea of infants. Only about 5 
per cent of these patients are breast-fed, so it 
is evident that contaminated milk is the chief 
offender. Milk should come only from tested 
cows and be handled under rigid sanitary con- 
ditions, as any filth or prolonged standing of 
milk rapidly increases bacterial count. Increase 
of bacteria is the offending agent in milk, and 
becomes noticeably harmful around one mil- 
lion per cubic centimeter. Of course, pasteu- 
rized milk is preferable because it has lower 
bacterial count. After the first two years chil- 
dren are affected less by bacteria in milk. In 
addition to milk, other foods are often impure 
and unfit for consumption. Mothers fre- 
quently give babies foods that are too heavy 
and indigestible, which is a common cause of 
gastro-intestinal upsets. Neglect of mild gas- 
tro-intestinal disorders predisposes to severe 
diarrhea. Less than 1 per cent of summer diar- 
rheas begin abruptly with alarming symptoms, 
Mothers should be instructed by the physician 
at every opportunity regarding the early dan- 


ger symptoms and measures for their correc- 


tion. 

Summer diarrhea claims our attention on 
account of its prevalence and high mortality. 
Although several forms are recognized, they 
so often merge that a sharp differentiation is 
impossible. It may be conveniently discussed 
under the following heads: 


1. Acute gastro-intestinal indigestion. 


3. Chronic ileo-colitis. 


2. Acute ileo-colitis or dysentery. 
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4. Chronic intestinal indigestion or celiac 
disease. 

5. Cyclic diarrhea. 

The first two forms of diarrhea will be dis- 
cussed together, since the symptoms are simi- 
lar, and a sharp differentiation is often im- 
possible. In acute gastro-intestinal indigestion 
the cause is intoxication either from contami- 
nated food introduced into the alimentary 
tract or from by-products of incomplete di- 
gestion or both. Acute ileo-colitis has for its 
etiological agent the pathogenic organism 
Flexner’s bacillus. Occasionally the infection 
is the primary cause and occurs in epidemic 
form, but it usually is secondary to other forms 
of gastro-intestinal disorders. 

The treatment in these types of diarrhea is 
more or less symptomatic and depends upon 
the nature and urgency of the symptoms. In 
the beginning, food should be withheld and 
only water given. Should vomiting be present 
and it be decided that the child needs a purga- 
tive, and they usually do, calomel is the purga- 
tive of choice. Water should be stopped and 
the stomach given a complete rest until vomit- 
ing subsides. The calomel should be followed 
in six or eight hours by castor oil or milk of 


magnesia. Where vomiting is not present, cas- 
tor oil or milk of magnesia is given as the 


primary purgative. In the beginning of the 
illness it is advisable to give purgatives unless 
contra-indicated. The contra-indications are 
profuse watery stools, retching, vomiting and 
symptoms of collapse. If these symptoms are 
present, apply external heat, give strophanthus, 
brandy and morphine hypodermically. Where 
there is vomiting without diarrhea, high 
colonic irrigations are useful. The remedies 
given orally to control diarrhea are paregoric, 
Dover’s powders, bismuth subnitrate and tannic 
acid compounds. If bismuth subnitrate does 
not change the color of the stool dark, sulphur 
may be added to facilitate the change to sulphid 
of bismuth, the active form. Great care must 
be exericised not to reduce the number of stools 
so low as to prevent adequate drainage of the 
intestinal canal, for this will increase absorp- 
tion of toxins with rise of fever and often con- 
vulsions. Should convulsions supervene, use 
hot mustard baths until the seizure is over, 
then high colonic irrigations. In case the con- 
vulsions persistently recur, chloroform inhala- 
tions are useful during the attack. The advent 
of sodium amytal has given us another drug 
with potentialities to be considered in the most 


VIRGINIA MEDICAL MONTHLY 


[ Janu: ry 


obstinate cases. In the case of frequent st: 
of blood streaked mucus with pain and teres- 
mus, the time-honored remedy of laudan im 
and starch water as a rectal injection is very 
useful. Hot turpentine stupes to the ab lo- 
men are gratifying when the child has pain 
and distention. 

For the control of high fever, water by 
mouth is of prime importance; other useful 
adjuncts are cold packs, alcohol sponges and 
colonic irrigations. When there is dehydra- 
tion, with resultant toxemia from incessant 
vomiting and uncontrollable diarrhea, saline 
or glucose in saline given by hypodermoclysis 
or intra-peritoneally will often tide the child 
through a crisis. 

A most difficult part of the management of 
diarrhea of infants is the selection of foods 
that the infant can digest and at the same 
time preserve its nutrition as far as possible. 
I believe the dietetic regimen requires more 
judgment and experience than any other phase 
of the treatment. Osler aptly said, “One man’s 
food may be another man’s poison.” This 
axiom is doubly true of healthy infants. Then, 
small wonder at our perplexities in prescrib- 
ing for the acutely ill! 

After the effects of the initial purgative, 
cereal water and dilute chicken broth are al- 
lowed. When the temperature returns to nor- 
mal and the acute symptoms subside, there is 
need for more nourishing food if we are to 
prevent the state of malnutrition. At the same 
time we must use the utmost precaution to pre- 
vent dietetic relapses. When the baby is breast- 
fed it should be given cereal water or sugar 
water before feedings, and the nursing time 
reduced to one or two minutes. If there is no 
inconvenience from the milk, the nursing time 
may be increased. 

For the bottle fed, protein milk with cereal 
water in one-fourth dilution is well tolerated, 
and may be gradually increased to half milk 
and half cereal water, and continued for a few 
days, when cow’s milk is substituted. Kerley 
advocates adding one-half ounce of skimmed 
milk to cereal water for one feeding on the 
first day. If this causes no inconvenience, an 
increase of one-half ounce is made at every 
second feeding the following day, and an in- 
crease of one-half ounce at every feeding the 
third day. Thereafter, if ail goes well, an 
increase of one-half ounce is made in each feed- 
ing every day until the child is taking his daily 
feedings of skimmed milk one-half strength. 
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Condensed milk is more easily digested than 
cow’s milk and it may be used when cow’s 
milk disagrees or where sanitary handling of 
cow’s milk is impossible. 

Ye have the powdered milks, which are 
convenient and sanitary, at our command, and 
they are a valuable addition to our dietetic 
armamentarium. 

Mellin’s food has its rank of admirers and 
probably its virtues too. There is no lack for 
a variety of infant foods, but probably the 
interests of our little patients would be served 
best by a thorough knowledge of a few, rather 
than a speaking acquaintance with many. 

Chronic ileo-colitis and chronic intestinal 
indigestion or celiac disease are continuations 
of the acute forms, and require very much 
the same regimen. Probably a change to a 
cooler climate will help these unfortunate 
children more than any other remedial meas- 
ure. In celiac disease or chronic intestinal in- 
digestion ripe bananas have been heralded by 
a few authors as almost a specific dietetic treat- 
ment. 

Cyclic diarrhea is a periodic diarrhea with- 
out apparent cause, and occurs in those chil- 
dren who have recently had severe gastro-in- 
testinal disturbance or who have inherently 
poor digestion. They have specifically a low 
digestive tolerance to fats and carbohydrates, 
and they are improved by reduction of these 
substances in their foods. I have had occasion 
to see several children with this complaint who 
were being fed goat’s milk, which is very high 
in fat content. All of these patients recovered 
promptly by reducing the percentage of fat in 
their food. 

Phlegar Building. 


DIARRHEA IN INFANTS.* 
By R. M. DEHART, M. D., Floyd, Va. 
Diarrheal diseases are the most frequent 
form of disturbance in infancy, with a greater 
mortality than from all the acute infectious 
diseases combined. The term diarrhea includes 
all conditions attended by loose evacuation of 
the bowel. This results from many causes and 
is a symptom of many diseases. You may find 
diarrhea as a prominent symptom in otitis 
media, pyelitis, appendicitis, typhoid fever, 
bronchopneumonia, etc. 





Only the severe forms of diarrhea are dis- © 


cussed in this paper—the infectious and the 
noninfectious. The severe forms are commonly 
known as “summer diarrhea,” “summer com- 





*Read before the Southwestern Virginia Medical Society, at 
Christiansburg, Va., September 23-24, 1930. 
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plaint,” and “cholera infantum.” The major- 
ity of the severe cases occur during the first 
two years of life. 

The etiology of the noninfectious type has 
not been definitely determined. External heat 
and high humidity, especially when the infant 
is too heavily dressed, seem often to be the 
causative or at least accessory factors. There 
is a growing impression among many pedia- 
tricians that parenteral infections, especially 
of the ear and naso-pharynx, are primarily re- 
sponsible. Artificial feeding, improper food 
mixtures, over-feeding and infected milk also 
constitute some very ,important etiological 
factors. 

The infectious form of diarrhea may be 
caused by both forms of the dysentery bacillus, 
the gas bacillus of Welch, streptococcus, and 
the baccillus pyocyaneus, introduced from with- 
out—in milk, water, raw foods, or foreign 
bodies. 

Symproms AND DirrereNTIAL DIAGNOosIs: 
The onset is usually acute in both forms, but 
may be preceded by indigestion in either. 
Vomiting, loss of appetite and loss of weight 
are common to both. In fermentative diar- 


rhea, the temperature is apt to be higher, with 


a decline at the end of four or five days. In 
the infective type, the temperature is not often 
high except at the very beginning, but runs a 
prolonged course over a period of several days 
or weeks. The abdomen is usually distended 
in the fermentative form, but there is very lit- 
tle pain or tenesmus present, while the infec- 
tive type presents a flat or sunken abdomen, 
and usually pain with tenderness, especially 
over the colon, The character of the stools is 
the main point of differential diagnosis. The 
fermentative type usually produces a green, 
watery, irritating stool, acid to litmus, and 
with undigested particles of food. The infec- 
tive type is characterized by the presence of 
blood and pus, very little odor, alkaline in re- 
action, brown in color, and non-irritating. 
While the absence of blood in the stool neither 
excludes infectious diarrhea or proves fermen- 
tative diarrhea, its presence is proof of an in- 
fection. 

Meningeal symptoms, as muscular twitching, 
restlessness, stupor, coma and convulsions, are 
common. to both types of diarrhea. 

Before taking up the treatment proper, one 
should mention prophylaxis. We should en- 
courage breast feeding, properly supervising 
artificial feeding, advocate boiling all milk 
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during the first two years of life, and educate 
against gross dietary indiscretions. The foods 
of all babies should be reduced during the hot 
summer months. The mothers should be in- 
structed not to over-clothe the babies during 
hot weather. 

TreatMent: The type of diarrhea you are 
dealing with should be determined, if possible, 
before. beginning any form of treatment. In 
mild cases where there is no dehydration, a pre- 
liminary catharsis is indicated. For this I use 
castor oil with a few drops of paregoric. Then, 
all food should be stopped for a period of 
twelve to twenty-four hours, depending on the 
severity of the case. The starvation period is 
absolutely essential. During the starvation 
period, if the baby is not vomiting, water 
should be given freely, sweetened with 
charin, but if the baby is vomiting, water 
should be given in small amounts and often 
At the end of the starvation period, these pa- 
tients must be fed, and, in my opinion, this is 
the chief part of the treatment, and should be 
directed towards changing the culture-medium 
in the intestines so as to produce an inhibitory 
action on the growth of the organisms and at 
the same time nourish the child. The nature 
of the food depends on the type of diarrhea. 
In the fermentative type with the greenish, 
watery, acid, fermenting stools there is a dis- 
tinct indication for a particular type of food. 
The disturbing organisms here thrive on a 
carbohydrate medium. With the excessive fer- 
mentation, there is also an interference with 
the digesting of fats. So the proper food must 
be high in protein and with a minimum of fats 
and carbohydrates. The requirements are well 
met with protein milk. In two or three days, 
sugar in some form should be added, the ra- 
pidity of its increase depending on the baby’s 
condition. I think the red karo syrup is the 
best form of sugar to use since it is a mixed 
sugar and causes less disturbance in the in- 
testinal tract. After the sugar is added, the 
baby can be kept on this formula for a few 
days, then the protein milk may be gradually 
substituted by boiled skiinmed milk, Another 
useful food in this type of case is lactic acid 
milk. 

In the infectious type of diarrhea, where the 
stools are alkaline, non-irritating, with blood 
and mucus, we are dealing with a proteolytic 
organism with toxic end products. The pro- 
tein milk given in the above type of case is 
contra-indicated in this type of case. Indica- 


sav- 
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tions here are for a high carbohydrate diet w. h 
low protein and fats. It is usually best to | e- 
gin with cereal waters and add one-four h 
skimmed milk, boiled with cereal waters aid 
cane sugar. The cereal water may be graduaily 
replaced by boiled skimmed milk, and, finaly, 
add whole boiled milk. 

High saline irrigations, if properly given, 
act well by flushing the lower bowel, and at 
the same time add to the fluid intake. 

There are two serious complications to watch 
for in severe diarrheas—acidosis and suppres- 
sion of the urine. 

In the severe cases with dehydration, char- 
acterized by pinched, ashen facies, depressed 
fontanelles, sunken eyes, wrinkled skin which 
stands up in folds when pinched, marked 
toxemia with vomiting, scanty urine and irreg- 
ular respiration, it is not a question of feeding 
or of medicines, but a question of administer- 
ing fluids in every possible way. 

Fluids may be given by mouth, bowel, 
cutaneously, intravenously, intraperitoneally 
and intrasinusly. When a baby has a diarrhea 
and vomiting, fluid by mouthor bowel is 
very ineffective. This is an emergency case, 
and here is the place where heroic measures 
must be used in order to save life. You can 
give from 200 to 300 e.c. of normal saline sub. 
cutaneously with a 50 ¢c.c. Luer glass syringe 
and needle. This procedure may be repeated 
every six to eight hours. You may also give 
the same amount of normal saline into the 
peritoneal cavity with no difficulty and very 
little danger. In the latter procedure, it is 
better to use a gravity apparatus, such as an 
old salvarsan column with rubber tubing and 
an ordinary intravenous needle with a short 
bevel, introduced in the median line about one 
inch below the umbilicus. 

If the baby is under one 


sub- 


vear of 


age, in- 
trasinus therapy is comparativ ely simple and 


safe if a needle guard is used. In severe cases 
of acidosis, glucose and insulin intrasinusly is 
a life-saving procedure. 

If the baby is very restless and vomiting, 
morphine grs. 1/60 is very helpful to a six- 
month-old baby. 





AN IDEAL APPENDECTOMY.* 
By M. B. HIDEN, M. D., Warrenton, Va. 
The operation which I shall describe has 
been developed at the Fanquier Hospital, War- 





*Read at the sixty-first annual meeting of the Medical Society 
of Virginia, in Norfolk, October 21-23, 1930. 





reiton, Va., and at the Loudoun Hospital, 
Leesburg, Va., and has been used successfully 
at these hospitals for about two and one-half 
yerirs. 

‘ In order that an appendectomy may be 
ideal or as near so as possible, the following 
should obtain: 

Qperate immediately after 
mide; the earlier, the better, no matter how 
well the patient: may feel. 

The patient should be neither very obese 
nor much emaciated. 

It is better, of course, to have a subject 
neither extremely young nor markedly senile. 


diagnosis is 


This operation, however, works well in the 
extremely fat, the emaciated, the aged and the 
very young. 

It is also quite satisfactory in ruptured or 
gangrenous cases and in cases with many ad- 
hesions, even if the appendix is retrocecal or 
in any other abnormal position. 

The skin incision, not over two inches long 
and often less, is made just external to and 
just below the anterior superior spine of the 
ilium and on an imaginary line radiating from 
the umbilicus. After loosening the skin and 
the fat from the underlying tissues over a 
small area, the incision is pulled upward and 
inward until it is just internal to and slizhtly 
above the anterior superior spine. Then, close 
to the ilium we separate the muscles after the 
manner of McBurney. The peritoneum is 
pulled upward from the iliac fossa and is 
opened as far posteriorly as possible, that is, 
external to the cecum and internal to the bone. 

After delivering the appendix, the meso- 
appendix is caught with 
while being dissected away from the appendix. 
The appendix is tied off, though this may not 
be necessary. A purse string of chromic cat- 
gut number 0 is used. The appendix is severed, 
its stump is cauterized and turned in. In tying 
the purse string, the free end is left about three 
and one-half inches long and the needle end 
much longer. Then with the single catgut 
and beginning opposite the meso-appendix, the 
cecum is sewed over so as to bury the stump 
the second time. This line of suture ends over 
the meso-appendix and with the free end the 
catgut is tied so as to make the suture double. 
Then, with this double suture, the meso-ap- 
pendix is sewed over and tied down to the 
cecum. 

The small opening in the peritoneum is tied 


a series of clamps 
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in the manner that you would.tie an artery 
or the mouth of a bag. As this opening is to 
a great extent between the eecum and the 
fossa, it may not be necessary to close it at all. 

We close the internal oblique and invert its 
edges with one stitch of catgut. By lapping 
the edges, the external oblique can also be 
closed with one stitch. _It would , probably 
be all right not to use any sutures in these 
muscles. 

The skin incision when released: goes back 
to its original position, external to the spine, 
and is closed with a subcuticular stitch of fine 
catgut. The incision can be dressed with 
collodion or a very small piece of gauze held 
in place by adhesive and the abdomen is not 
restricted. 

When possible ‘this operation should be 
done under a local anesthetic. We use novo- 
cain, one-half per cent, with three drops of 
adrenalin to the ounce. After thoroughly 
blocking off the area, twenty to forty cubic 
centimeters of the solution are injected into 
the right iliac fossa intra-peritoneally, This 
renders the peritoneum in this region insensi- 
tive and the appendix can then be delivered 
without pain and without abdominal cramps. 

Advantages of the above procedure: 

The small intestines are not handled’ 

We enter the abdomen over the base of the 
appendix and the appendix is easily found. 

Little or no gas is developed. 

There is much less nausea. 

The operation can be done quickly. 

The patient sits up in a chair on the second 
or third day and walks out of the hospital and 
goes home on the fifth day. 

Breathing and coughing tend to pull the 
skin incision together and not apart. 

There is very little pain and the patients 
are quite comfortable. 

Post-operative hernia cannot develop. 

The scar, usually the only thing connected 
with the operation seen by the patient, is very 
small. 

There is no surgical shock. 

The abdomen is entered through an area 
that is not very vascular and has relatively 
little fat. 

It is seldom necessary to tie a blood vessel. 

Patient can go home on the fifth day. 


We believe that the following points may 
be somewhat original or at least they are not 
in general use: 
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The position and the direction of the skin 
incision. 

The manner of opening the peritoneum. 

Injecting the anesthetic solution intra-peri- 
toneally. 





DEMENTIA PRECOX.* 


By JOHN R. GILL, A. B., M. D., Petersburg, Va. 
Central State Hospital. 


Dementia precox is in many respects the 
most important of all the psychoses. It is esti- 
mated that more than one-fourth of all in- 
sanity is due to this disease. Between thirty 
and forty thousand people yearly fall victims 
to this dread malady. There are twice as many 
hospital cases of dementia precox as there are 
of tuberculosis. The onset of dementia precox 
usually occurs soon after ado'escence or in the 
first flush of manhood and womanhood. This 
disease takes as a majority of its prey the young 
developing manhood and womanhood of the 
world. 

Dementia precox is often called schizophre- 
nia, which means there is a fundamental 
splitting of the emotional, the thought and the 
motor processes. It is for this reason that 
dementia precox patients are termed unpsycho- 


logical. They feel, say and do things that are 
so different from a normal person’s reactions. 

Dementia precox is a chronic progressive 
mental disease in most cases and leads to men- 
tal deterioration. 


Etiology: William A. White states that 
heredity is a doubtful factor as the cause of 
dementia precox. The future patient might 
show some mental dullness in his early youth, 
but frequently shows unusual and even bril- 
liant mental powers. Wolfsohn, of Zunich, 
found hereditary taint in about 90 per cent of 
his cases. 

Von Monakow has advanced the theory that 
the choroid plexus fails to act as a selective 
filter for the products of metabolism and en- 
docrine secretions. The choroid plexus thus 
loses its power to neutralize and detoxicate the 
internal secretions. 

The endogenous toxins have been stressed re- 
cently a very great deal as the possible cause 
of dementia precox. The internal secretions 
from the testicles and ovaries have been espe- 
cially emphasized. 

The most recent development is the psy- 
chogenic theory as the cause of dementia pre- 
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cox. Meyer considers dementia precox from a 
biological standpoint as the result of being wWn- 
able to adjust with the development of wn- 
healthy biological reactions. The abnormal 
child with neuropathic tendencies is a fertile 
field for the development of a future dementia 
precox. 

Various difficulties arise in people of an ab- 
normal character make-up, especially in those 
people who have a shut-in disposition. This 
type of personality does not meet difficulties 
openly and frankly. They are inclined to be 
seclusive, not mixing with people, and do not 
make friends. 

Pathology: Very little pathology. has been 
found in the brain of the dementia precox pa- 
tient. The nuclei of some of the brain cells 
shows destruction and the consequent disin- 
tegration of these brain cells. Some lipoid 
deposits have also been found in the brain cells. 

Mott has found that the vast majority of 
male dementia precox patients show a regres- 
sive atrophy of testicles. In females the ovaries 
show a degeneration of the nuclei and the con- 
sequent destruction of ovarian cells with re- 
placement by fibrous tissue. 

On the basis of these researches, Mott formu- 
lated the hypothesis that dementia precox is 
the expression of an inherent lack of vitality 
in the fertile ovum which manifests itself 
biologically in a progressive failure of nuclear 
proliferation in the productive organs and in 
a lack of durability in the cortical cells. 

Symptoms: I will first give some of the 
general characteristic symptoms of dementia 
precox. 

A majority of dementia precox patients show 
a seclusive or shut-in type of personality. They 
do not like to visit or confide in other people. 
but prefer to stay by themselves. 

I have already mentioned splitting of the 
emotional, the thought and motor processes. It 
is due to this splitting that a dementia precox 
can kill his wife or best friend without a vestige 
of sorrow or emotion. It is this fundamental 
disturbance in coordination which produces 
failure of voluntary attention and the lack of 
interest which these patients show in them- 
selves and their environment. This lack of 
interest produces a marked indifference in che 
patient for practically everything. There ‘is 
also a gradual blunting of the emotions which 
leads to emotional deterioration. Their expres- 
sions of joy or sorrow are shallow and of short 
duration, if they occur at all. News of a death 
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or birth is received with the same lack of 
emotion. Accompanying this emotional de- 
terioration there is a dilapidation of thought 
and judgment. These defects progressively in- 
crease as the disease advances. There are four 
types of dementia precox : 

1. Simple. 

2. Paranoid. 

3. Hebephrenic. 

4. Catatonic. 

1.—Simple Type—The simple type of 
dementia precox is usually insidious in its on- 
set. At first the person shows a lack of interest 
in things. He no longer visits and mixes with 
other people, but prefers to stay at home by 
himself. He associates less and less with other 
people. ‘Transitory delusions and_ hallucina- 
tions may be present. A large number of 
criminals, hoboes, prostitutes and eccentrics be- 
long to this group, because they cannot adjust 
to the complex conditions of modern society. 
2—Paranoid Type—The paranoid type is 

characterized by the prominence of numerous 
delusions. The delusions may be either of per- 
secution or of grandeur. Frequently the same 
patient will have ideas of both persecution and 
grandeur. A patient may think that some 


enemy or group of enemies may be trying to 
harm him or interfere with him in some way. 
Again, the patient may have numerous expan- 
sive ideas of grandeur and think that he is a 
king or some exalted person. We have four or 
five patients at Central State Hospital who 
imagine that they are God, and numerous kings 


and queens. These ideas of persecution and 
grandeur are usually well fixed and systema- 
tized in the patient’s mind. 

The paranoid type of dementia precox have 
hallucinations in the various fields of hearing, 
Vision, taste, etc. The hallucinations of hear- 
ing are called voices and are the most frequent 
in occurrence. These voices usually tell the 
patient disagreeable and ugly things. These 
voices frequently threaten them. ‘The patient 
may have visions of angels, God, dead relatives, 
or anything. The patient may imagine that 
he has been poisoned. Some of these patients 
talk very freely about their delusions. Others 
are very guarded in all of their statements. 
The paranoid form is dangerous, as they might 
imagine a total stranger is one of their enemies, 
and try to avenge themselves on this enemy by 
some act of violence. The paranoid builds an 
elaborate world of phantasy in which he lives. 

3.—Hebephrenic Ty pe—The hebephrenic 


VIRGINIA MEDICAL MONTHLY 649 


type sets in with a more rapid onset. They 
become indifferent and frequently appear to 
brood over something. The hallucinations ap- 
pear and involve both the auditory and visual 
fields. The voices may tell the patient dis- 
agreeable things at first, but later the voices 
tell the patient pleasurable things. The pa- 
tient will sit by the hour listening to the voices, 
smiling and grimacing. They thoroughly en- 
joy listening to the voices. If any delusions 
are present, they are usually of a silly nature. 
A patient may think that he does not have « 
head, or has a living rat in his stomach, ete. 
The hebephrenic may have numerous delusions 
which are absurd, grotesque and silly. They 
may show mannerisms, 

4.—Catatonic Type—tThe catatonic type is 
divided into two stages, which may irregularly 
alternate. They are catatonic stupor and cata- 
tonic excitement. In catatonic stupor the prin- 
cipal symptoms are stupor, negativism and 
muscular tension. In this stage, the patient is 
usually mute, and pays no attention to ques- 
tions. The mutism is one of the manifestations 
of negativism. The negativism shows itself in 
many ways, such as refusing to eat, and paying 
no attention to the calls of nature. They allow 
the bladder and rectum to become over-loaded 
with urine and feces. Saliva collects in the 
mouth for hours until the mouth will hold no 
more and it dribbles from the mouth. 

Any attempt to move the body meets with 
muscular resistance and tension. In some pa- 
tients you find a condition of flexibility. The 
extremities may be placed in any desired posi- 
tion and will be maintained there indefinitely 
until gravity and fatigue causes them to fall. 
This is known as waxy flexibility. The patients 
in this state obey the commands that are given 
them. 

In the condition of catatonic excitement the 
patients are constantly talking, shouting and 
showing increased psychomotor activity. These 
actions are absurd and are not directed con- 
sistently to any end. These patients are well 
known for their impulsive acts which they com- 
mit suddenly without warning. 

Prophylaxis: Preventive measures are de- 
pendent upon early recognition in child of 
precox potentialities. Try to develop a normal 
child out of the abnormal. The child should 
be interested in athletic sports, amusements and 
in other children. Psycho-analysis may be of 
some aid. It is important to talk freely to the 
child about the mysteries and problems of sex. 
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The child should be protected as much as pos- 
sible from the trials and stresses of life and 
should be educated to become self-reliant in the 
face of difficulties, and be able to adapt him- 
self to his environment. 

Treatment: After the development of the 
dementia precox, institutional care and occu- 
pational therapy are recommended for the pa- 
tient. It is necessary to keep the patient oc- 
cupied both mentally and physically to retard 
the deterioration. The patient preferably 
should be encouraged to some form of outdoor 
occupation. Psycho-analysis may be of some 
value in the treatment of the patient. ; 
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By 
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The middle ear cavity should be considered 
an accessory nasal sinus, modified by its rela- 
tionship with the organs of hearing and equilib- 
rium, and by its peculiar extensions by 
pneumatization into the temporal bone. In 
childhood, with the short, relatively wide 
Eustachian tube, every cold has its manifes- 


tations in that cavity; in later life, with the 
increased length and tortuosity of the tube, 
there’ is less communication by direct exten- 


sion. The position of the tubal tympanic ori- 
fice is in the most dependent portion of the 
cavity, so that nature has generously provided 
a drainage outlet, as well as a portal of en- 
try. In spite of the involved anatomy, as 
compared with the other sinuses, work has been 
early, painstaking and advanced in the his- 
tology, pathology and physiology of the struc- 
tures, and a review of the literature will show 
the same operative—non-operative struggle in 
the treatment of infections of the middle ear 
and its adnexa that is now raging in the 
other sinuses. Fortunately, the work has 
rather crystallized in the case of ear surgery, 
and one of the factors that prompted this 
standardization has been the fear of meningi- 
tis in middle ear suppurations. That this is 
no empty fear, our own personal experiences 
bear out, and we all can bring out memories 
of cases that have had this unfortunate termi- 
nation. 

In contra-distinction to these non-contagious 
secondary cases, there must be considered 
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cerebrospinal fever, which is a communicable 
disease due to a gram negative diplococcus. the 
meningococcus, chara¢terized by a gradua! in- 
vasion of the body; first, a local infection of 
the upper respiratory tract, then an extension 
to the blood stream, and, later, after perliaps 
five days to seven weeks, a localization in the 
meninges, 

Prognosis in the secondary cases, even with 
our present knowledge of methods to be em- 
ployed in treatment, is almost uniformly bad. 
The cases to be reported represent different 
types of meningeal involvement encountered, 
and the vagaries they presented re-awakened 
a desire to go out into this field anew. 

In a summary of cases by Coates, Ersner, 
and Persky, seen in Coates’ otological service 
at the University of Pennsylvania from the 
years 1922 to 1929, inclusive, 644 mastoid 
cases were admitted and the cause of death 
in seven were given as menigitis, while brain 
abscesses were reported in twice that number 
as a cause of the fatality. 

In this country, some of the most thorough 
and painstaking work and investigation in the 
field of intradural complications either from 
middle ear or sinuses has been made by Eagle- 
ton, and he believes that with a more complete 
study of the mechanism of invasion, more can 
be done to decrease the almost one hundred 
per cent fatalities, which at present are a fea 
ture in meningitis of this type. 

In the cases to be reported, the one which 
showed the classic picture of secondary men- 
ingitis, complicated by diabetes, untouched by 
surgery with the exception of a spinal pune- 
ture, was a complete recovery. In the cases 
to be considered as meningitis, those are not 
here taken to include extension meningitis, such 
as occur from a contiguous intracranial abscess. 

The infective agent varies, and may be any 
one of several groups. It is not uncommon 
for tubercular meningitis to be confused with 
meningeal manifestations from ear suppura- 
tion, and it is probable that a more careful 
post-mortem would have exposed the pre: 
existence of a tuberculous infection, in some 
cases complicated with a secondary later or- 
ganism. 

A protective serous meningitis is not infre- 
quently found adjacent to any suppurating 
area, and is interpreted as being caused by 3 
few organisms penetrating by a blood or lymp! 
route from the ear, and these exert a toxi¢ 
etfect here on the choroid plexus and cause an 
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increased production of the cerebospinal fluid, 
with rise of pressure, symptoms of severe head- 
ache, vomiting and vertigo. These cases may 
present paralysis of the external rectus, even 
complete oculomotor paralysis, or possibly 
retino-papillary edema of a mild degree. With 
them, the clinical picture is radically changed 
by a puncture or by an operative removal of 
the original source of infection. There may 
be delaved or latent meningitis, in which there 
is a lapse of considerable time from the mid- 
dle ear infection until the onset of the men- 
ingitis. This type of case more frequently oc- 
curs in elderly patients in whom the process 
in the tympanum may be entirely healed, but 
there may be isolated, minute abscesses in the 
posterior surface ef the bone from which ex- 
tension spreads. 

In suppurative conditions of the cerebral 
contents, the pathway of an invasion for both 
meningeal infection and a deeper suppuration 
is very similar. There may be direct invasion 
by micro-organisms; or there may be invasion 
by either the vascular or perivascular routes. 
In an infection of the venous route, there is 
an infective thrombophlebitis, while in the 
arterial route and in the perivascular route 
the infection extends in a different direction 
from those of venous invasion, one with the 
course of the blood stream, the other against 
it. 

Under the auspices of the Triological Society, 
material is collected and reports made from the 
Otological Research Laboratories at Johns 
Hopkins, and so far over seven hundred post- 
mortems, under direction of Crowe, has shown: 

1. There is extension of the otitis media to 
the labyrinth and meninges by way of the 
round window, stapediovestibular articulation 
and fissura ante-fenestram. 

2. Extension of primary meningitis to the 
labyrinth may likewise occur by way of peri- 
vascular spaces of the auditory nerve, the peri- 
vascular spaces of the modiolar vessels, and 
the codilear aqueduct. This accounts for the 
post-mortem mastoid, and middle ear involve- 
ments found in primary meningitis. 

The question of surgical trauma as a factor 
in the production of both infections of the 
dura and sub-dural space must be considered, 
especially in the temporal region. The dura 
in this area is held firmly to the brain, and 
the infection will pass directly through the 
dura and sub-dural space into the substance 
of the temporal lobe. The combination of 
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meningitis and a brain abscess is not amusual. 
Naturally all brain abscesses, if at all exten- 
sive and superficially located, are accompanied 
by meningitis. 

All investigators of the German and Austrian 
schools lay great stress on careful blood studies 
as giving an index to grave complications. In 
the intracranial complications, the displace- 
ment of the Schilling is found to the left as a 
rule. The diffusion of hydrogen ion concentra- 
tion in the cerebrospinal fluid in otitis with 
complications shows a displacement toward th» 
acid side. On the basis of the cerebrospina! 
changes, two general 
tinguished, In the one group are the acute 
inflammations associated with a rise of fluid 
pressure, plus albumin content, very little 
change in the glycogen, negative globulin re- 
action and scanty lymphocytes. The second 
group are more often chronic inflammations, 
with intracranial complications, and increase 
of the total albumin, rise of pressure, diminu- 
tion of dextrose, negative globulin, and scanty 
polynucleosis. 


eroups ean be dis- 


In the meningism of pneumonia or intesti- 
nal intoxication, there may be an increase of 
the protein content of the fluid, but not of 
the cell count. Schippers and Peters report 
that in the presence of meningitis fluorescein 
sodium, given by mouth in doses of 20 mg. 
per kilogram of body weight. passes into the 
cerebrospinal fluid in higher than normal con- 
centrations. 

Meningitis is subject to physiological con- 
trol, and the factors involved are brought out 
by Eagleton, who believes Nature’s process of 
defense occurs in the sub-dural space. The 
excessive secretion of fluid, containing few 
micro-organisms with a slight exudate, soon 
disappears, for, according to Eagleton, the 
sub-dural cells, which are similar to those in 
the peritoneum, proliferate and readily form 
adhesions and wall off the area of inflamma- 
tion, but when it reaches the stage of purulent 
leptomeningitis, from the vertex to the lum- 
bar cord, and the fluid on puncture contains 
organisms, no present method can relieve it. 

Here is the necessity for an early diagnosis, 
while the infection is limited to circumscribed 
areas; expose bone and then open dura and let 
out the infected fluid. Inflamed dura is thicker 
and walled off, and a localized immunity exists. 


Division naturally falls into three surgical 
groups: 
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1. Secondary to lateral sinus thrombo- 
’ phlebitis, frequently with a cerebellar abscess. 

2. Middle fossa cases, infection through the 
tegmen tympani. 

3. Labyrinth cases by extension. 

The cases selected show the various clini- 
cal types, except the third group. 

Case I.—Morrell, man, age sixty-six years, 
gave a history of chronic suppuration, left 
middle ear, which had gone on for years. Had 
applied for some treatment of his ear. Became 
immediately worse after treatment. Had in- 
tense pain in his head and neck, and by mid- 
night or early morning became irrational. On 
being seen at the Homeopathic Hospital, April 
9, 1930, was unconscious and in convulsions. 
There was considerable edema and swelling 
around the back of the ear, and, with the hope 
of finding a localized focus, an exploratory 
operation, after consultation, was considered 
advisable. 

Spinal puncture was made during the be- 
vinning of anesthesia, which was impossible 
in his restless condition without an anesthetic, 
and the fluid was found cloudy. Rapid ex- 


ploratory operation was made on his mastoid 
and dura in the mastoid and upper mastoid 


area. The lateral sinus was exposed, and free 
incision made in the dura through lower part 
of the middle fossa after needle puncture. No 
pus, but flaky exudate was found. Death oc- 
curred late that night. No post-mortem was 
permitted. 

White count at the time of admission was 
28.200 with 85 per cent polys. 

Spinal fluid report showed numerous poly- 
morphonuclear cells, and the smear showed 
short chain cocci, probably streptococci; also 
some diplococci, type not determined, probably 
atypical streptococci. 

Case IT.—Col. C., man in middle fifties, gave 
history of middle ear abscess two months previ- 
ous to entering hospital. Abscess had cleared 
up apparently, but low grade headache had 
continued. Being called by his family physi- 
cian who suspected a meningitis, we advised 
hospitalization and patient was brought to 
Garfield Hospital. Radiographs of the sus- 
pected mastoids showed completed cloudiness 
and breaking down on the right. After consul- 
tation, operation was determined upon, On 
spinal puncture, which gave cloudy fluid, the 
mastoid was thoroughly opened and found full 
of granulation and osteoid tissue, the beginning 
reparative process of nature. Dura of the 
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middle fossa was exposed. The lateral sinus 
which was exposed but inadvertantly opened, 
was packed off. A wide incision was made in 
the dura of the middle fossa, apparently show- 
ing some increase of tension. The patient did 
not recover from his unconscious state which 
had preceded the operation, but apparently 
breathed much more freely and lived about 
three days. 

Discussion: In these cases, about the only 
thing we can say is we have not yet found 
nature’s secret of repair, nor the process of 
her defense menchansm, which must exist. or 
there would have been a fatality in all the 
other cases. This second patient was very 
obdurate in refusing follow-up treatment for 
the middle ear abscess. He stated that he felt 
all right, and, even after the vomiting and men- 
ingitis set in, contended it was merely due to 
a dietetic indiscretion. 

Case III.—Mrs. C. F., age fifty-eight, weight 
219 Ibs., gave a history of the usual diseases 
of childhood, including pneumonia and grippe 
in the recent past. She had had four children, 
all of whom died in infancy, and four mis- 
carriages, Examination showed a negative Was- 
sermann and Kahn. Cardiovascular system 
was markedly involved, with blood pressure 
high, compensation beginning to break, blood 
sugar ranging from 83 to 148 mgms. per 106 
c.c. of urine, negative acetone and diacetic acid. 
About eight weeks prior to entry into the hos- 
pital on June 29th, 1926, she developed an in- 
fection of the left middle ear, following a cold. 
Seven paracenteses had been done, with no 
relief from pain and no cessation of the dis- 
charge. She was given 5 to 10 units of insulin 
b.i.d., special diet, and the ordinary ear irri- 
gation of boric acid solution. She stayed in 
the hospital until July 14th. when she was 
discharged after some improvement, but was 
readmitted August 10th. Her X-ray had been 
taken and the report was definite involvement 
of the left mastoid. On her re-admission on 
August 10th, she showed beginning stupor and 
projectile vomiting, which had started about 
twelve or twenty-fours before admission, and 
which had been preceded by persistent, progres- 
sive and continuous headache, and constant 
pain in the left mastoid area. The usual symp- 
toms of meningitis were present and a Toby- 
Ayre lumbar puncture was made, the initial 
pressure being .6. Rise with compression of 
both jugulars was 1.4. On compression of left 
jugular alone, it was .6. On compressing the 
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right jugular alone, it was 1.4., showing that 
there was obstruction of the left juzular or 
lateral sinus, while the right side was clear. 
Left internal jugular was found collapsed and 
was ligated. Death occurred on the 12th, 
autopsy findings showing a purulent menin- 
gitis, particularly on the convex surface, with 
left sinus thrombosis and pus in the midd'e 
and left internal ears. 

Discussion: This is about the result on» 
would expect in a condition ef this character. 
an a question naturally arises as to whether 
or not it would have been best to make a radi- 
cal exposure, in spite of the diabetes, before 
the pathologic condition had advanced to such 
a degree. 

Case IV.—Mrs. E. S., age thirty, weight 152 
lbs.. height 6414 inches. Family history showed 
father was dead, age sixty-four; mother was 
living, age sixty-three, but had high blood 
pressure; four brothers were living and well: 
there were four sisters, the oldest with dia- 
betes. The patient had had usual diseases of 
childhood, including diphtheria: teeth neca- 
tive; tonsils negative; two children were liv- 
ing and well, She had been under treatmen‘ 
for diabetes for the past four years, taking in- 
sulin b.i.d. She had never been in a coma. 
About January 5th, she had symptoms of an 
upper respiratory infection, which had infected 
others in the family. On January 7th, acute 
suppurative otitis media, right, deve'oped, 
necessitating myringotomy under ethyl chlor- 
ide anesthesia. Normal reaction continued for 
about three days, with some local tenderness, 
then constitutionally an acidosis developed 
which was treated by Dr. Castell. In a few 
davs the acute condition subsided; tempera- 
ture was normal by the 14th, and continued 
so for about three days, when she began to 
complain of such an intense pain and headache 
one night that an injection of morphine was 
required to relieve her. When she was seen in 
consultation about ten o’clock the next morn- 
ing, she was showing signs of a beginning men- 
ingitis, and a tentative diagnosis of meningi- 
tis was made. She was sent to George Wash- 
ington Hospital, being admitted about 2:15 
P. M. She was then semi-comatose and irra- 
tional, temperature ranging around 105.6 per 
rectum. Laboratory findings showed blood 
sugar 234 mgm., urine strongly positive for 
sugar; w.b.c. 20,800; 90 per cent polvs. 
Spinal fluid pressure was 22 mgm. The fluid 
itself was purulent, and contained 4,750 white 


cells per m.m., 97 per cent polys, while a smear 
showed a shoft chain coccus and diplococci, 
which, on later culture, proved to be a hemo- 
lytic streptococcus in pure culture. Smears 
from the ear showed a mixed infection, staphy- 
lococci and streptococci, with the streptococci 
predominating. A radiograph taken later 
showed the right mastoid with a diffuse den 
sity, very few clearly definite mastoid cells still 
containing air, The general appearance was 
that the bony septa were being broken down, 
giving a worm-eaten appearance. The patient 
continued unconscious for three or four days; 
temperature dropped to normal after forty- 
eight hours, and by January 21st she was en- 
tirely clear mentally. She complained of some 
headache and backache, occasionally an ab- 
dominal pain and double vision. There was 
some urinary retention, but by the 23rd she 
was apparently normal. She was allowed to 
leave the hospital shortly after this, got out 
of bed on February 13th, and was downstairs 
in her house on March 7th. The treatment 
given was that indicated by her diabetes, with 
the exception of the routine cleansing of her 
ear and the instillation in the canal of gentian- 
violet. 

Comment: Was the decreasine of blood 


sugar by a more thorough anti-diabetic rou- 
tine the factor, making it impossible for the 
infecting organisms to survive, which must 
have been of a strain requiring a pabulum ot 
high sugar value, the cause of this recovery ? 

The next cases are important in showing, in 
the first, a corresponding dural reaction to 


frontal sinus extension, while the others 
showed, in our opinion, a terminal ear invasion 
from a primary meningeal infection 

Case V.—Mr. C., age seventeen years, gave 
a history of the usual infections of childhood, 
with some tendency to upper respiratory In- 
volvements. Developed infection of the right 
antrum and right frontal while at school. Was 
treated by specialists in Nashville; had several 
antrum punctures; later, here, had a Lue-Cald- 
well opening of the antrum which cleared up 
the antrum, but intense headache continued. 
Finally, after he had convulsive seizures of 
an epileptoid type, an external frontal was 
done. The frontal was found filled with pus, 
under great pressure, and, on exploration the 
posterior wall, appeared absolutely devitalized. 
The wound was left wide open, no attempt 
being made to continue the opening into the 


ethmoids. The patient made a very stormy 
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convalescence, and one day had as many as 
seven convulsions, each time turning the head 
to the left. Spinal puncture was done. Pres- 
sure was not increased, but 24 cells to the mm. 
were reported. Prognosis was extremely 
grave. The patient, after a rather long period 
of weakness and depression, made a complete 
recovery. 

Discussion: There was apparently a cere- 
bral meningitis just back of the frontal sinus, 
a silent area, which was walled off by Nature’s 
defense method, and the patient recovered. 
There is, of course, the possibility of later 
trouble for delayed frontal lobe abscesses are 
not unknown. 

Case VI.—Mr. FE. O. was the son of a con- 
frere who had a particular dread of just what 
later happened, and who stated that a son of 
his professor in otology, while a medical stu- 
dent, had died from an unsuspected ear infec- 
tion, leading to meningitis. 

In this case, being forewarned, every day 
examination was made of the ears. A mild 
naso-pharyngitis was about all that appeared, 
with a little reddening occasionally in the right 
drum and a slight temperature. He was seen 


by several consultants and nothing was made 
out. Finally, a right supra-orbital herpes zos- 


ter appeared. On examination later a collec- 
tion of serum behind the drimn showed, so a 
paracentesis under gas was performed, a few 
drops of serum escaping. The incision closed 
in twenty-four hours, but later intensification 
of the cerebral symptoms led to the advice to 
the parents of the desirability of a mastoid ex- 
ploration. When this was done, no pathology 
was found in the cells, but a few drops of pus 
appeared in the mastoid antrum. A _ spinal 
puncture was made immediately and the fluid 
was found cloudy. The pus from the mastoid 
antrum and the spinal fluid both gave pure cul- 
ture of pneumococcus. Death cccurred in about 
five days, the typical meningeal cry and other 
symptoms appearing. 

This case for years has been pondered over, 
and, while not attempting to defend an error, 
if there was one, it still seems probable that 
this was an extension downward along the 
pathways Crowe has since brought out. 


1801 Eye Street, Northwest. 
In complaining of what the world has done for 


you, it is well to stop and consider what you have 
done for the world.—Selected, 
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THE PHYSICAL DIAGNOSIS OF HEAT 
DISEASE 


With the Aid of Diagrams, Tables, ani 
Notes. 


For Students, Instructors, and the General 
Practitioner.t 
By OSCAR SWINEFORD, Jr., B. S., M. D., University, Va. 


In determining the presence or absence of 
heart disease in his patient, the examiner is 
confronted with two problems; namely, what 
to look for, and how to interpret what he fincls, 
The extent of his findings will vary directly 
with the systematic orderliness of his search. 
The accuracy of his interpretation will vary 
with his ability to visualize a mechanism which 
can produce what he finds. 

The attempt is made here to make these prob- 
lems easier. According!y, the things to look 
for, together with the procedures necessary 
for finding them, are listed first (Part [). 
Next (Part II) are brief discussions of how 
the more frequent findings of heart disease are 
brought about and how they manifest them- 
selves. Finally (Part III), there is a drill, 
by means of diagrams and detailed references 
to the tables and text, in working out the diag- 
nostic criteria of chronic valvular, hyperten- 
sive, thyroid and congenital heart disease and 
of aortic aneursym. 

For arbitrary reasons some relevant topics 
have been omitted or barely mentioned, others 
have been stressed unduly perhaps. Disturb- 
ances of rhythm and conduction, of the myo- 
cardium, pericardium, and coronary circula- 
tion are merely mentioned. Symptomatology, 
prognosis and treatment are not included. 
Statements relative to controversial points are 
intentionally didactic for the sake of brevity. 
For more detailed study of any topic herein 
the reader is referred to the textbooks and 
articles in the bibliography. 


Parr I 


I.* In the examination of the heart and 
great vessels, we expect disease to manifest 
itself (a) by alterations from the normal size, 
shape, rate, rhythm, and character of the in- 
dividual sounds, (b) by the appearance of ab- 
normal impulses, thrills, murmurs, signs of 
congestion, cyanosis, blood pressure changes, 


tFrom the Department of Internal Medicine, University of 
Virginia. 
*Roman numerals, I, refer to divisions of the text by topics. 
Small letters, (a), refer to subdivisions of the topics. 
Arabic numerals, 1, refer to further subdivisions by items. 
Reading will be facilitated by disregarding these until one 
comes to the drill in Part III. 
There are no detailed references to the appended bibliography. 
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and undue influence upon contiguous struc- 
tures. 

The diagnostic procedures employed, at rest 
and after exercise, for the detection of these 
manifestations of cardiovascular disease are: 
inspection, palpation? percussion, ausculta- 
tion,t blood pressure determinations,’ electro- 
cardiographic®, and Roentgen-ray’ examina- 
tions. 

A. brief explanation of the pathological 
physiology of some of the outstanding diag- 
nostic manifestations of heart disease, with 
notes on a few diagnostic procedures, follows: 


Parr IL 

Il. Murmurs are produced experiment- 
ally in a tube, through which fluid is flowing 
under sufficient pressure, by introducing abrupt 
changes in its caliber. They are believed to be 
audible vibrations produced by eddies formed 
when the fluid is “jetted” into a dilated por- 
tion of the tube. A narrowing (stenosis) pro- 
duces murmurs by virtue of the relative dilata- 
tion beyond it. 

In a normal heart ‘the caliber sequence an¢ 
pressure are such that murmurs are not pro- 
duced by blood flowing through it. Accidental 
murmurs, discussed below, are exceptions. 

In the diseased heart the necessary caliber 
changes may be produced by (a) stenosed, or 
(b) incompetent valves, (c) dilatation of the 
aorta, (d) dilatation or narrowing of the pul- 
monary artery, (e) congenital defects, (f) 
sufficient dilatation of the aorta, pulmonary 
artery or one of the chambers to bring about 
a relative stenosis or functional insufficiency 
of a valve. 

Murmurs are designated as systolic! or dias- 
tolic? in accordance with the phase of the ven- 
tricular cycle in which they occur. They are 
further described as soft or rough, low or high 
pitched, blowing or rumbling, early, mid or 
late, long or short, crescendo or diminuendo, 
loud or faint. Note is also taken of the direc 
tion of transmission and where the murmur is 
heard best. In general it may be said that 
murmurs are transmitted’ in the direction of 
the jet or stream which produces them. 

There are several lesions which produce more 
or less characteristic murmurs. It should be 
emphasized that atypical murmurs of the more 
common aortic and mitral lesions may simulate 
the less frequent pulmonic and tricuspid mur- 
murs. Table I gives the outstanding differ- 
ential features. (See page 656.) 
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The differentiation between organic murm- 
urs, secondary to structural changes, and the 
variously termed “functional,”* “accidental” 
or “haemic” murmurs, the significance and 
mechanism of production of which are as yet 
unknown, presents an unceasing problem, the 
importance of which is obvious. 

In general the criteria by which these benizn 
murmurs may be distinguished are: They are 
systolic in time, soft and blowing, and of short 
duration; they are usually heard best in the 
pulmonic® area, less often the point of maxi- 
mum intensity is at the apex or in the aortic 
area; they are rarely of wide transmission; 
they occupy a varying position in systole and 
are usually transient; they are apt to be ac- 
centuated by expiration and diminished by in- 
spiration; other signs of heart disease are ab- 
sent; when, as is frequently the case, they are 
accompaniments of anemia, fever, physical or 
mental strain, or thyrotoxicosis.’ the correction 
of these conditions will probably result in the 
disappearance of the murmur. 

It is said that an accidental murmur may 
be demonstrated at some time in about half of 
all normal persons. 

IIT. Zhe Heart Sounds mark the alternat- 


ing systolic and diastolic phases of the ven- 


tricular cycle. 

The first sound’ is due to the composite ef- 
fects of ventricular contraction. plus the clo- 
sure of the A-V valves. It is normally loudest 
at the mitral and triscuspid areas. Variations 
in its intensity in any individual offer a rough 
measure of the vigor? of ventricular contrac- 
tion. 

The second sound* is due to the closure of 
the semilunar valves. It is loudest, therefore, 
at the aortic and pulmonic areas. In youth 
the pulmonic second sound is apt to be ac- 
centuated. This gives way with age to a pre- 
dominance of the aortic second sound. 

A third sound occurring during diastole is 
frequently heard in normal young people, in 
mitral stenosis and in failing hypertensive 
hearts. 

In any individual the intensity of the sounds 
is modified by the depth and character of the 
intervening chest wall and lung tissue, and by 
fluid if present. Accentuations of sounds are 
commonly noted in those conditions which 
; *Unfortunately the "term “functional” has iden aoeliadl in- 
discriminately to the murmurs indicated in II(f), as well as to 
the accidental or haemic type. It is telieved that much con- 
fusion would be avoided if the term ‘functional’ were applied 
only to those murmurs occurring with the dilatations mentioned 


in II(f) above. The benign, unexplained murmurs are more 
accurately called “accidental” than ‘“‘functional.’’ 
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cause an increase in metabolism; such as, ex- 
citement, exertion, fever, thyrotoxicosis® and 
severe anemia. 

Pathologically, accentuation of the first 
sound is said to be caused: (a) by contrac- 
tion of incompletely distended® ventricles, and 
(b) by the rapid contraction of well filled. 
well compensated ventricles working against 
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tension, and; (b) by sclerotic" changes in ‘he 
valves or neighboring arteries. 

First sounds are decreased: (a) by the slow 
contraction induced by aortic” or pulmonic 
stenosis; (b) by weakness of the ventricular 


muscle. 


Second sounds are decreased: (a) by loss of 
elasticity of the aortic’! and pulmonic” valves, 


TABLE I 


Cuaracteristics oF Various OrGANIc Murmurs 








LESIONS | Murmur | Pircu 


CuarRaAcTEeR | TIME a 


Hearp Best 


TRANSMISSION | THRIL! 





1. Mitral re- 
gurgitation 


High 


Systolic 
blowing 





Loud, rough} Early, 
| (mask- 
ing the 
firet 
sound 


Long 


At apex 


To left axilla 
and back 


| Present 








2. Mitral ste- | Diastolic | Rumbling Mid 


Variable, 





nosis 
Crescendo 








| Late 


usually 
short 


At and to 
right of apex 


| Present 
| or Absent 


Localized 





Diastolic Medium | Soft 
gurgitation | ing 


3. Aortic re- | blow- | 


Early 


| 
| 


| 
| 
| 
| at apex) 
| 


Variable 


Second 


and along 
left border 
of sternum 


right | 
interspace | 


From _ second | Slight or 
right inter- | absent 
Space to- 
wards apex 





Loud, rough | Early 


blowing 


4. Aortic sten-| Systolic 


nosis 


Long 


Second right 
interspace 


| 7 
Widely and | Present 
into vessels 

of neck 








Loud, rough | Early 
blowing 


5. Tricuspid- | Systolic 
regurgita- 
tion 





Long 


At and to left 
of xiphoid 


| Localized Present 





Tricuspid | Diastolic Rumbling 


stenosis late 





| Mid to 


usually 
short 


Variable, | 


At and to left | 


of xiphoid 


Localized Present 





Soft blow- | 
ing 


. Pulmonic | Diastolic Medium Early 
regurgita- | 


tion 


Variable 





| ° 
| Second left in- 


terspace and 
along left 
border of 


sternum 


From second | Absent 
left inter- 
space down 
left border of 


sternum 





Loud, rough 
blowing 


. Pulmonic | Systolic 


Long 


Second left in- 
terspace 


Not into neck | Present 








| 
stenosis 


. Ventricu 


Systolic and 
lar septal | 


Loud, harsh | 
diastolic 


defect 





10. Patent 
ductus ar- | 
teriosus 





Loud, harsh | Early 
(to and fro) 


Systolic and 
diastolic 








the burden’ of regurgitant valves or arterial 
hypertension.’ 

Accentuation of the second sound is caused: 
(a) by closure of the aortic’ or pulmonic" 
valves in the presence of an increased arterial 


tole into 
diastole 





All of sys- | 


Third and 


Localized | Present 


fourth left | 


interspace 





All of sys- 
tole into 
diastole 


Second left 
interspace 


| Into left ca- | Present 


| rotid 


especially from stenosis, (b) by low" arterial 


tension. 


Reduplication of sounds and the gallop 
rhythms occur under conditions which may 
conceivably, if not actually, cause an asyn- 
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chronous production of the right and left com- 
ponents of the altered sound. Such conditions 
are, conceivably: (a) an abnormal pressure in 
either the. pulmonary artery” or the aorta, 
(b) delayed bundle branch conduction, (c) 
asynchronous’ filling of the ventricles, (d) 
adhesive pericarditis. 
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IV. Shocks are readily palpable accentua- 
tions of the heart sounds. 

V. Thrills are palpable vibrations, usually 
murmurs, sometimes pleural or pericardial 
friction rubs, and, occasionally are merely due 
to a vigorous! heart action in a thin person. 

Pathologically, stenosed? valves, aortic 














Fig. 1.—Diagram of the 


WM othe anatomical valve areas; 
valve areas; 


Zz) the auscultatory 


»——> the 


anterior aspect of the heart 


normal direction of the blood stream through the 


and great vessels showing: 


valves and the ap- 


proximate direction of the usual transmission of sounds and murmurs 


originating in them; 


—» the usual direction and interspace in which hypertrophy and dilatation of 


each of the four chambers 


Reduplications are common in normal peo- 
ple. 

The mode of production of reduplicated 
sounds and of the third sound is a controversial 
field. 


is manifested anteriorly. 


aneurysm? and congenital’ anomalies produce 


the more intense thrills. Incompetent’ valves 
may produce them. In Graves’ disease® there 
is a thrill, typically, in the thyroid and the 
precordium. 
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VI. Hypertrophy and Dilatation may be 
expected in any chamber of the heart which 
is subjected to a sufficient and sustained in- 
crease in the amount of work it must do. Such 
an increase rarely, if ever, occurs in a normal 
person. 

Pathologically a sufficient and sustained 
handicap may be imposed by: (a) incompetent 
valves, (b) stenosed valves, (c) arterial hy- 
pertension in the systemic or pulmonary ar- 
teries, (d) adhesive pericarditis, (e) myocardi- 
tis, (f) thyrotoxicosis, (g) congenital defects. 

Dilatation occurring alone follows a tempo- 
rary demand, usually sudden, which is exces- 
sive for the dilating chamber. Failure results 
unless the demand is removed or compensated 
for. 

Hypertrophy alone is unusual. 

When these phenomena occur together they 
add to the efficiency of the chamber and thus 
serve to compensate for the abnormal burden. 
As a corollary, the presence of these pheno- 
mena is indicative of a burden, past or pres- 
ent, requiring compensation, i. e., of cardio- 
vascular disease. 

Hypertrophy of the left ventricle! is sug- 
gested by a forceful impulse to the left of the 
mid-clavicular line in the 5th or 6th interspace. 
A diffuse precordial impulse transmitted to the 
epigastrium suggests right ventricular? hyper- 
trophy. 

To detect the enlargement of one or more 
chambers, which will obviously alter the size 
and shape of the heart (Tig. 1), one resorts 
to palpation, percussion, X-ray studies and 
the electrocardiogram. 

VII. Stenosed Valves, by obstructing the 
normal progress of the blood stream; (a) pro- 
duce murmurs which are characteristically 
rough! and accompanied by thrills. They are 
systolic? in time, if ventricular emptying is 
impeded. If auricular emptying is hindered, 
they are diastolic;? (b) add to the work and 
induce hypertrophy of the chamber which 
must force blood beyond the obstacle; (c) les- 
sen or eliminate the valvular components of 
sounds incidental to their closure, obviously 
more striking in aortic and pulmonic lesions 
(III*): (d) lower the arterial or ventricular® 
tension beyond the lesion; (e) predispose to 
congestion, with consequent increase in pres- 
sure, behind the stenosis. 

VIII. Regurgitant valves, by allowing a 
reflux of blood which has previously been ad- 
vanced, (a) produce murmurs which are sys- 
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tolic! if ventricular contraction initiates the 
back flow; if there is a return of blood from 
the arteries during ventricular filling they ar» 
diastolic?; (b) add to the work, with conse 
quent hypertrophy, of the chambers whicl: 
must pump the regurgitant blood twice; 
namely, those chambers into which and from 
which the back flow occurs; (c) produce con- 
gestion, with consequent increase in pressure. 
in the vascular system normally protected 
from such a back flow by competent valves; 
(d) tend to lessen the valvular components of 
the sounds incidental to their closure; (e) 
necessitate a greater pulse pressure in aortic or 
pulmonic insufficiency in order to maintain an 
adequate mean pressure. 





Patent ductus arlersosus 
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-Diagram illustrating the common lesions of 


congenital heart disease. 


Fig. 2. 


IX. Congenital Heart Disease is the result 
of prenatal endocarditis, usually associated 
with sclerosis, or an error in development. The 
infections have a predilection for the pulmo- 
nary valve. The developmental errors are most 
often an abnormal persistence after birth of 
some phase of the foetal circulation. Many of 
these lesions are incompatible with life. Among 
the survivors, the presence of cyanosis! and 
clubbing? of the fingers and toes is classical, 
but not invariable. 
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Multiple lesions are found typically. 

The commoner lesions are stenosis* of the 
pulmonic valve or atresia of the pulmonary 
artery, interauricular septal defect* (patent 
foramen ovale), interventricular septal defect® 
aud patent ductus arteriosus.® 

Rarer anomalies are coarctation (stenosis) 
of the descending aorta, hypoplasia of the 
aorta, transposition of the aorta and pulmo- 
nary artery, and dextrocardia. 

Many minor defects are discovered only at 
autopsy. 

X. Cyanosis is to be expected in any con- 
dition in which there is a subnormal oxygen 
saturation of the peripheral blood. It is com- 
monly seen in heart disease, certain pulmonary 
conditions, polycythemia, methemoglobinemia, 
lowered oxygen content of the inspired air, 
and various diseases of the peripheral circula- 
tion. 

Cardiac cyanosis manifests itself chiefly in 
the cheeks, ears, lips, and nail-beds of the fing- 
ers and toes. 

The disturbances in heart disease preventing 
normal oxygenation are: (a) congenital sep- 
tal defects, which shunt venous blood back into 
the peripheral circulation: (b) mitral lesions 
and left heart failure, which produce pulmo- 
hary congestion; (c) pulmonic and tricuspid 
lesions and right heart failure, which produce 
peripheral congestion. 

The mechanism producing cyanosis cannot 
always be demonstrated. 

XI. Aneurysmal Dilatation of the aorta is 
usually a mechanical sequel to the destructive 
and fibrosing sequence of that syphilitic proc- 
ess which generally begins just above the root 
of the aorta and extends upward into its as- 
cending, transverse and even descending por- 
tions, resulting in a distensible weakening of 
the vessel wall. The same process often ex- 
tends downward into the aortic ring and valve, 
producing aortic regurgitation and narrow- 
ing of the mouths of the coronary arteries, A 
similar process may occur in any artery. 

Aneurysm of the aorta makes itself known 
by virtue of its singular rhythmical expan- 
sile pulsations, which, together with a pro- 
gressive increase in size, produce telling pres- 
sure effects? upon adjacent structures. The 
location of the aneurysm in the ascending, 
transverse or descending portion determines 
the individual hazard of the near-by sternum, 
ribs, trachea, bronchi, lungs, esophagus, re- 
current laryngeal and sympathetic trunks, 





large veins, and vertebral column. The famil- 
iar manifestations of pressure upon these 
structures are: variable types of pain, a 
tracheal tug, dyspnea, cough, bronchial steno- 
sis and its sequelae, dysphagia, dysphonia, 
pupillary inequalities, and venous congestion 
which is often unilateral. 

That aneurysm exerts a damping effect upon 
the arterial tension beyond it is suggested by: 
(a) the inequality of the pulse and blood pres- 
sure in the right and left arms when the proc- 
ess is in the transverse arch, between or involvy- 
ing the innominate or left subclavian artery, 
(b) the frequently noted reduction of the high 
pulse pressure of aortic regurgitation or of a 
previously existing hypertension. 

That it has a recoil effect is suggested by the 
accentuation® of the aortic second sound. 

The caliber change is conducive to the pro- 
duction of a murmur.‘ 

A normal vessel subjected to continuous high 
pressure tends to elongate and enlarge. Ar- 
teriosclerotic vessels become tortuous.® 

The fluoroscope is a most important factor 
in the diagnosis of aneurysm. 

XII. The left recurrent laryngeal braneh 
of the vagus nerve, which loops under the arch 
of the aorta where the ligamentosum arterio- 
sum joins it, may be stimulated or paralyzed 
by pressure: (a) of the prominent pulmonary 
artery and left auricle of mitral disease and 
(b) of an aneurysm of the left half of the 
aortic arch. The common occurrence of 
dysphagia, dysphonia, and cough in these con- 
ditions is thus explained, provided, of course, 
direct pressure on the trachea, bronchi, and 
esophagus are excluded. 

XIII. Changes in brachial blood pressure 
determinations are the result of changes in re- 
sistance in the systemic vessels or of function 
in the left ventricle or aortic valve. The 
sphvygmomanometer, then, is of diagnostic 
value in: (a) aneursym (q. v.); (b) differ- 
entiating pulmonie and aortic valve lesions; 
(c) certain arrhythmias; (d) detecting left 
ventricular weakness, as evidenced by an ab- 
normal lability of the blood pressure in re- 
sponse to normal demands upon the circula- 
tion; (e) in detecting and differentiating those 
conditions associated with hypertrophy of the 
left ventricle as listed in Table IT. 

XIV. The electrocardiogram is indispen- 
sable to the recognition of the several disturb- 
ances of rate, rhythm and conduction.’ It is 
often invaluable in differentiating between 
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coronary accidents and acute abdominal condi- 
tions, in formulating a prognosis, in following 
the progress of a case, in estimating operative 
risks, and in avoiding over-digitalization, It 
has a singular usefulness in indicating the 
diagnostic auricular and right and left ven- 
tricular hypertrophies of some of the congeni- 
tal anomalies and of chronic valvular and hy- 
pertensive heart disease. 
TABLE I 


ConpiT1ion CAUSING 














HYPERTROPHY OF THE | SystoLic | DiasTo.ic PULSE 
Lert VENTRICLE PressurE | PRessurE | PRESSURE 
Aortic regurtitation High or 
normal Lowered | High! 
Aortic stenosis Low Low nor- | Low? 
mal 
Hypertension® High High High 
Thryotoxicosis4 High or Normal High or 
normal normal 
Mitral regurgitation 
Normal Normal Normal? 


The electrocardiographic criteria of hyper- 
trophy are: 

(a) Auricular hypertrophy. Enlargement 
of the P-wave, often with prolongation and 
flattening or bifurcation of its apex. There 
are no electrocardiographic criteria for differ- 
entiating right from left auricular hyper- 
trophy. 

(b) Right 
ponderance). 
wave in Lead I is downward. 
is exaggerated and upward. 


ventricular hypertrophy (pre- 
The initial deflection of the R- 


In Lead IIL it 


(c) Left ventricular hypertrophy (prepon- 
derance). The initial deflection of the R-wave 
in Lead I is upward. In Lead III it is ex- 
aggerated and downward. 

(d) Confusing tracings are frequently pro- 
duced by changes in the position of the heart 
and in intraventricular conduction. 

XV. Roentgenologic which 
includes the use of the Fluoroscope, Teleoroent- 
genogram (7-foot plate), and Orthodiagram 
will usually disclose: (a) enlargement of the 
right! or left? auricle, right® or left* ventricle, 
pulmonary artery,> aorta,’ (b) an abnormal 
rate rhythm, or excursion, (c) aneurysm,’ (d) 
pericardial effusions or adhesions. 


examination, 


With the electrocardiogram, the teleorvent- 
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genogram offers a splendid permanent recor 
readily available for subsequent comparisons. 

XVI. Decompensation. When the diseas: «| 
heart can no longer sustain the burden impos«:| 
by overwork, toxemia, or progressing patholoy- 
ical changes, it fails. The more obvious 
manifestations of failure are due to conge-- 
tion! of the lungs, extremities, liver, gastro- 
intestinal tract, brain, and kidneys. 

Earlier signs heralding congestive failure. 
for which one must search, are: a tachycardia 
which is disproportionate in degree and dura- 
tion to a given amount of exercise; a chanve 
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Fig. 3.—Diagram illustrating the normal course of the blood 


stream through the right heart, pulmonary system, left heart 
and systemic vessels. Possible dilatation of the ascending 
transverse, and descending portions of the aorta are in- 
dicated. 

Stenosed valves and increased tension in the vessels im- 
pede the normal course. Incompetent valves allow a 
reversal of the normal course. 

By referring to the diagram and to the text one should 
be able to predict the characteristic thrills, shocks, murmurs, 
accentuations of sounds, hypertrophies, congestions, electro- 
eardiographic and X-ray findings of the various valvular and 
arterial dysfunctions. 


in the intensity of the sounds: a change in the 
character and intensity of murmurs and thrills; 
a change in the relative duration of systole 
and diastole; an increase in the lability of the 
blood pressure; dilatation; and the appear- 
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ance of an arrhythmia, namely, extra systoles, 
biveminal pulse, pulsus alternans, paroxysmal 
tachyeardia, auricular flutter, auricular fibril- 
lation, and heart block. If failure appears 


these changes may entirely obscure the diag- 
nostic signs of the lesion at fault. 

It should be emphasized, however, that fail- 
wre is by no means the inevitable sequel to each 


of these phenomena. 


Parr III 

In order to illustrate the diagnostic criteria 
of the various phases of heart disease liste 
below, detailed references to the preceding text, 
tables and figures will be inserted. If the im- 
pression is given by the following paragraphs 
that each, or even most, of the typical signs 
of a given lesion must be elicited in every case, 
the purpose of this paper will be defeated. A 
diagnosis is frequently made, with reasonable 
certainty, from only two or three cardinal 
signs: e. g., one would unhesitatingly diagnose 
aortic regurgitation upon finding the charac- 
teristic murmur (Table I) and pulse pressure 
(Table IT). 

XVII. Witral Regurgitation (Fig. III) is 
usually rheumatic in origin (XXIX(1)). 
sometimes it is caused by an active infection 
of the valve, or, in the elderly, by arteriosclero- 
sis. Functionally the valve may become in- 
competent when there is an uncompensated 
dilatation of the left heart (II (f), footnote*). 
as in failure, severe anemia, fevers, and thy- 
rotoxicosis. 

The diagnostic criteria are: 

i. A systolic murmur (IT(b}.(1).(3); 
I (1): VIIT (1)). 

2. Accentuation of the pulmonic 
sound. (VIII(c); II1(3).(10) ). 

3. Physical, X-ray, and electrocardiographic 
evidence of hypertrophy of the left auricle. 
(I(1).(2),.(3); VI(a); Fig. IT; VITI(b); XIV 
(a); XV(2)). 

4, Physical, X-ray and electrocardiographic 
evidence of hypertrophy of the right ventricle. 
(1(1),(2).(3); VI(a),(2): Fig. 1; VIII(c): 
XIV(b); XV(3)). 

5. Physical, X-ray and electrocardiographic 
evidence of hypertrophy of the left ventricle. 
(I(1),(2),(3); VI(1); Fig. T; VIII(b); XV 
(4)). 

6. Suggestive evidence, such as 

a. Cyanosis (VIII(c); X(b)). 

lh. Reduplication of the pulmonic second 


sound (IIT(17)). 


Table 


second 
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c. A systolic thrill at the apex (V(5); 
Table I(1)). 

XVIII. Mitral stenosis (Fig. III) is al- 
most always rheumatic (XXIX(1)), rarely 
arteriosclerotic. The large left ventricle of 
aortic regurgitation and sometimes of hyper- 
tension may cause a relative (functional) 
stenosis of the mitral valve (Austin Flint). 
(II(f), footnote*) ). 

The diagnostic criteria are: 

1. A diastolic murmur (IT(a).(2); 
E(2)s VERC1) ey): 

2. Accentuation of the pulmonic 
sound (VII(e); III(3).(10) ). 

3. Accentuation of the mitral 
(IT1(2),(6)). 

t. Physical, X-ray and electrocardiographic 
evidence of hypertrophy of the left auricle. 
(1(1).(2).(38): VI(b): VIT(b).(e): Fig. I: 
NIV (a); XV(2)). 

5. Physical, X-ray and electrocardiographic 
evidence of hypertrophy of the right ventricle. 
(1(1).(2),(3); VI(b),(2); Fig. I; VII(e): 
XIV (b); XV(3)). 

6. Suggestive evidence, such as 

a. Cyanosis (VII(e); X(b)). 

b. Reduplication of the pulmonic second 
sound (III(17)). 

c. Reduplication of the mitral first sound 
(II1(18)). 

d. A prominent third sound (IIT(4)). 

e. A diastolic thrill (V(2)). 

f. A systolic shock at the apex (IV). 

g. Signs of pressure on the recurrent laryn- 
geal nerve (XII(a)). 

h. Signs of mitral regurgitation (XVII). 

XIX. Aortic regurgitation (Fig. IIT) is 
usually of luetic or rheumatic origin (X XIX 
(2)), occasionally arteriosclerosis or an active 
infection may be the sole cause. 

The diagnostic criteria are: 

1. A diastolic murmur 
Table 1(3); VIII(2)). 

2. A high pulse pressure (VIIT(e) ; 
(b): Table IT(1)). 

3. Physical, X-ray and electrocardiographic 
evidence of hypertrophy of the left ventricle 
(1(1),(2),(8); Fig. I; VI(a),(1); VIII(b); 
XIV (c); XV(4)). 

4, Suggestive evidence, such as 

a. A diastolic thrill (V (5): Table I(3)). 

b. Signs of aneurysm (XXIX). 

ce. Signs of mitral or aortic stenosis (XVIII; 
XX). 

d. Pallor, 


Table 
second 


first sound 


(II (b).(2),(3) ; 


XII 
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e. Corrigan Pulse. 

f. Capillary Pulse. 

XX. Aortic stenosis (Fig. III) is almost 
always rheumatic (XXIX(1)), rarely arterio- 
sclerotic. The dilated first portion of the aorta 
of luetic aortitis, or, less often, of hyperten- 
sion may produce a relative stenosis of the aor- 
tic valve (II(f), footnote*). 

The diagnostic criteria are: 

1. A systolic murmur (II(a),(1),(3); Table 
(4); VII(1),(2)). 

2. A systolic thrill (V(2)). 

3. Marked diminution or absence of the 
aortic second sound (III(14),(16); VII(c), 
(4)). 

4. Low pulse pressure (VII(4); Table IT 
(2); XTIT(b),(e)). 

5. Physical, X-ray and electrocardiographic 
evidence of hypertrophy of the left ventricle 
(1(1),(2).(3): VI(b),(1); Fig. I; VIT(b); 
XIV (c); XV(4)). 

6. Suggestive evidence, such as 

a. Decreased intensity of the mitral first 
sound (III(12)). 

b. Signs of aortic regurgitation (XIX). 

c. Signs of mitral stenosis (XVIII). 

XXI. Pulmonic regurgitation (Fig. IIT) is 
rare; when present it is usually functional, 
sometimes congenital, rarely rheumatic. When 
functional it is secondary to the dilatation of 
the pulmonary artery which accompanies ex- 
treme mitral stenosis (Graham Steele, II(f)) 
and, rarely, extreme obstructing lesions in the 
lung. 

The diagnostic criteria are usually inade- 
quate, Suggestive signs are: 

(IT(b),(2),(3) 5 


1. A diastolic murmur 
Table I(7); VIII(2)). 

2. A normal pulse pressure (XIIT(b)). 

3. Cyanosis (VIII(c); X(c)). 

4. Physical, X-ray and electrocardiographic 
evidence of hypertrophy of the right ventricle 
(1(1),(2),(3): VI(a).(2); Fig. I; VIII(b); 
XIV (b); XV(3)). 

5. Signs of mitral stenosis of high degree 
(XVIIT). 

6. Marked emphysema. 

7. Signs of left heart failure. 

XXII. Pulmonic Stenosis (Figs. II and 
TIT) is almost always congenital, rarely rheu- 
matic or arteriosclerotic. In either case it 
rarely occurs as the only lesion. 

The diagnostic criteria are: 

1. A systolic murmur (II(a),(1),(3); Table 
1(8) ; VII(1),(2)). 
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2. A systolic thrill (V(2)). 

3. Marked diminution or absence of the p |- 
monic second sound (III(15),(16); VII(.), 
(4)). 

4 Normal pulse pressure (XIII(b) ). 

5. Physical, X-ray and electrocardiograp) ic 
evidence of hypertrophy of the right ventricle 
(1(1),(2).(3); VI(b),(2); Fig. I; VII(b); 
XIV(b); XV(3)). 

6. Cyanosis (VII(e); IX(1); X(e)). 

7. Suggestive evidence, such as 

a. Diminished tricuspid _ first 
(13). 

b. Signs of 
(IX). 

ce. Clubbed fingers (IX(2) ). 

XXII. Tricuspid reaurgitation (Fig. 111) 
from organic cause is rare, though a transient 
or permanent functional leak following moder- 
ate or extreme dilatation of the right ventricle 
(II(f)) is believed to occur commonly. 

The diagnostic criteria are usually inade- 
quate. Suggestive signs are: 

1. A systolic murmur (II(b),(1); Table I 
(5); VIIT(1)). 

2. A systolic thrill (V (5); Table I(5) ). 

3. Cyanosis (VIII (c); X(c)). 

4. Physical, X-ray and electrocardiographic 
evidence of hypertrophy of the right auricle 
(1(1).(2),(3); VI(a); Fig. I; VIII(b); XIV 
(a); XV(1)). 

5. Physical, X-ray and electrocardiographic 
evidence of hypertrophy of the right ventricle. 
(I(1),(2),(3); VI(a),(2); Fig. I: VIII(b); 
XIV (b); XV(3)). 

6. Marked peripheral congestion with pulsa- 
tions of the liver in extreme cases (VIII (c); 
X(c); Fig. III; XVI(1)). 

7. Signs of rheumatic, mitral or pulmonic 
lesions (XVII; XVIII; XXI; XXIX). 

XXIV. Tricuspid stenosis (Fig. III) is 
rare, when present it is usually rheumatic. 

The diagnostic criteria are often inadequate. 
Suggestive signs are: 

1. A diastolic murmur (II(a),(2); Table I 
(6); VIT(1),(3)). 

2. A diastolic thrill (V(2); Table I(6)). 

3. Accentuation of the tricuspid first sound 
(IIT (2),(6); VIT(5)). 

4, Cyanosis (VII(e); X(c)). 

5. A pulsating liver. (This sign is char- 
acteristic of tricuspid lesions.) (VII(e) ; Fig. 
III; X(c)). 

6. Throbbing congested peripheral veins. 
(VII(e); Fig. III; X(c)). 


(111 


sound 


other congenital anomalies 
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7. Physical, X-ray and electrocardiographic 
evidence of hypertrophy of the right auricle. 
(1(1),(2),(3); VI(b); Fig. I; VII(b); XIV 
(a); XV(1)). 

s. Signs of rheumatic, mitral and 
(XVII—XX incl.) 

Hypertensive Heart Disease (Vig. 
with arteriosclerosis, chronic 
nephritis and idiopathically (THyperpiesis) 
(XNXVIII(3)). Many arteriosclerotics and 


chronic nephritics, however, do not have hyper- 


aortic 
lesions, 
bo. 42 


[lI) oceurs 


tension. 

The diagnostic criteria are: 

1. Accentuation of the aortic second sound 
(1I1(9)). 

2. High blood pressure readings (XIII(e) : 
Table II(3)). 

3. Physical, X-ray and electrocardiographic 
evidence of hypertrophy of the left ventricle 
(1(1).(2).(3); VI(e),(1); Fig. I; XIV(c); 
XV (4)). 

t, Physical, and X-ray evidence of enlarge- 
ment and tortuosity of the aorta (1(3); XI 
(5)% XV (6) Ms 

5. Suggestive evidence, such as: 

a. Accentuation of the mitral 


(11I(8)). 


first sound 


b. Electrocardiographic evidence of heart 
block. 

c. A soft systolic murmur at the aortic area 
(II(c),(f); XI(6)). 


d. Thickened peripheral arteries. 


XXVI. Thyroid Heart Disease is a sequel 
to the thyrotoxicosis of either exophthalmic 
goitre or the so-called toxic adenoma. 

In addition to the “eye signs,” diffuse or 
adenomatous enlargement of the thyroid, in- 
creased basal metabolic rate, and the familiar 
symptomatology, the diagnostic criteria are: 

1. Accentuation of the first sound at the apex 
(III(5)). 

2. Tachycardia at rest. 

3. A systolic murmur most intense at the 
pulmonic area (II(4),(5),(6)). 

4. A systolic thrill at the pulmonic area 
(V(6)). 

5. A heaving forceful impulse (VI(1)). 

6. Physical and X-ray signs of enlargement 
of the left ventricle (I(1),(2),(3); VI(f),(1); 
Fig. I; XV(4)). 

7. A high pulse pressure frequently (XIII 
(e); Table II(4)). 

8. Hypertension frequently (Table II(4) ). 

9. Enlargement of the T-wave in Lead IT of 
the electrocardiogram. 
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XXVII. 
(4)). 

Interventricular septal defects (Fig. I1) oc- 
cur .in varying degree. Through them the 
higher tension developed in left ventricular 
contraction is transmitted as a burden to the 
right ventricle. 

The diagnostic criteria are: 

1. A prolonged murmur and thrill begin- 
ning in systole and lasting into diastole (II 
(e); Table 1(9); V(4)). 

2. Obliteration of the second sound in the 
third and fourth left interspaces. 

3. Physical, X-ray and electrocardiographic 
evidence of hypertrophy of the right ventricle 
(1(1).(2),(8): VI(g).(2); Fig. I; XIV (b); 
XV(3)). 

A Patent Ductus Arteriosus (Fig. IT) (IX 
(6)) forms a variably free communication be- 
tween the aorta and the left pulmonary artery 
through which the high tension of the leit 
ventricular systolic discharge into the aorta is 
transmitted, in part, to the pulmonary circuit. 

The diagnostic criteria are: 

1. A to and fro “machinery” murmur (II 
(e); Table 1(10) ) 

2. A systolic and diastolic thrill (V(4)). 

3 the pulmonic second 


Congenital Lesions (IX; XXIX 


3. Accentuation of 
sound (III(10)). 

4. Physical, X-ray and electrocardiographic 
evidence of right ventricular hypertrophy 
(1(1),(2),(38); VI(g),(2); Fig. I; XIV(b) ; 
XV(3)). 

5. Physical and X-ray evidence of dilata- 
tion of the pulmonary artery (1(3); XI(5); 
XV(5)). 

6. Clubbed fingers (IX(2)). 

Patent Foramen Ovale (Fig. If). (An in- 
terauricular septal defect) of slight degree is 
a frequent unforeseen finding at autopsy. Al- 
though cyanosis, clubbing of the fingers, sys- 
tolic and diastolic murmurs may be present, 
there are no reliable diagnostic criteria. 

Pulmonic stenosis (Fig. I11) previously dis- 
cussed. 

The other rarer congenita! lesions are of 
little interest. 

XXVIII. Aneurysm (XI; Fig. III). 

In addition to the symptoms previously men- 
tioned the diagnostic criteria are: 

1. A systolic murmur (II(c),(1),(3); XI 
(4)). 

2. A systolic thrill (V(3)). 

3. Accentuation of the aortic second sound 


(TIT(9),(11); XT(3)). 
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. A diastolic shock (IV; XI(3)). 

. Pressure signs (X1I(2); XII(b)). 

. Unequal pulses (XI(a)). 

. Unequal blood pressure on the two sides 
(XIII (a); XI(a)). 

8. Physical and X-ray evidence of an en- 
larged expansile aorta (I(1),(2),(3); XI(1); 
XV (6)). 

9. Suggestive evidence, such as: 

a. Aortic regurgitation (XIX). 

b. Syphilitic stigmata elsewhere. 

XXIX. Combined Lesions: 

Were it not for the too common tendency for 
heart lesions to be multiple, the diagnosis and 
prognosis of the various disorders would be 
much simpler. It is obvious that a logical 
grouping of the hypertrophies, accentuations 
or suppressions of sounds, impulses, effects 
upon adjacent structures, murmurs, thrills, 
blood pressure readings, X-ray and_ electro- 
cardiographic criteria which are characteristic 
of one lesion would be made with much greater 
difficulty if a comparable group of phenomena, 
characteristic of another lesion, were superim- 
posed. 

Unfortunately the rheumatic process! com- 
monly involves two or more valves and 


Ss 


~~ + 
Ce = 


typically produces a stenosis and regurgitation 
of each of the valves involved, especially is 


this true of the mitral valve. Syphilis? fre- 
quently causes both aortic regurgitation and 
aneurysm. [ypertension? usually with arterio- 
sclerosis, is often added to a rheumatic or 
luetic lesion. Congenital defects’ are typically 
multiple and are particularly prone, as are 
rheumatic lesions, to superimposed acute or 
subacute bacterial infection,  Goitre Heart 
alone seems to be content with a single syn- 
drome. 

Comment: It is hoped that a careful con- 
sideration of the above diagrams, tables, and 
text will help the reader in his future tasks of 
assembling and interpreting those manifesta- 
tions of heart disease herein considered. 

It is further hoped that the mechanism by 
which these manifestations are produced is 
sufficiently well illustrated to permit the diag- 
nosis of, at least, the commoner lesions by a 
process of deductive reasoning rather than 
from memory. 
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AN ANALYSIS OF THE LITERATURE ON 
ACUTE INFECTIOUS 
MONONUCLEOSIS. 

By HAROLD W. POTTER, M. D., Newport News, Va. 

This condition which is becoming more com- 
mon, or at least is being recognized more 
often, is one about which most of the standard 
textbooks say little or nothing. This paper is 
an attempt to assemble the information gleaned 
from the many monographs on the subject, 
into a single article. I hope that it may save 
time for the busy practitioner who may be 
confronted with a case and seeks information 
concerning the literature. 

HisroricaL.—Pfeiffer in 188% reported a con- 
dition with fever, moderate enlargement of the 
superficial glands, and occasionally the deep 
lymphoids. He called this condition acute 
glandular fever. It was Turck, however, in 
1907, who first reported the mononucleosis in 
this disease. The name acute infectious mono- 
nucleosis was given this disease by Cabot, in 
1907. He regarded the disease as a distinct 
clinical entity and, while there is much dis- 
cussion upon this subject in the monographs 
reviewed, the concensus of opinion is in favor 
of Cabot’s view. 

Derinition.—In 1920 Sprunt and Evans of 
Johns Hopkins defined the disease as follows: 
An acute febrile disease without local mani- 
festations, except the lymphocytosis and slight 
enlargement of the spleen and glands, with 
recovery. 

This definition is not entirely satisfactory. 
I believe that the word “infectious” should be 
included in the definition and that some men- 
tion should be made of the abnormal cells 
which are found and which, in the light of 
present haematological study, are diagnostic in 
import. The disease is an acute infectious, 
febrile disease, characterized by slight enlarge- 
ment of the spleen and glands and the pres- 
ence of a lymphocytosis, the predominating 
cell of which is abnormal. 
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irioLocy.—The etiology is not known. 
Pfeiffer has claimed to have isolated the bacil- 
lus of influenza from the glands and blood of 
patients suffering from the disease. Laubinski 
was of the opinion that a streptococcus gained 
entrance through the respiratory tract and that 
it is the etiological factor. This he believed 
because of the appearance of a rash and sore 
throat in many cases. Coon found in 1922 a 
diphtheroid organism which he believed the 
cause. Vincent’s organisms have been found 
in many cases but Baldridge ef a/. aptly state 
that the frequent appearance of these organ- 
isms only further proves that Vincent's, like 
pyogenic cocci and diphtheroids, are often pres- 
ent in the normal mouth and throat of thes» 
patients, without of necessity being etiologic- 
ally associated with the disease in question. 

It will be seen from these conflicting opin- 
ious that the explanation of the etiology of 
this condition, like that of all diseases pre- 
senting abnormal blood pictures, is most un- 
satisfactory. 

Synonyms.—The has been called 
acute benign lymphoblastosis, acute Lympha- 
acute leukemia with recovery, and 
acute glandular fever. 

EpripeMioloGy.—Epidemics of this diseases 
are usually house epidemics although there are 
reports of not a few fairly large general epi- 
demics. There have been epidemics in Eng- 
land, Germany, Russia, and the United States. 
West reports 100 cases in New York, Baldridge 
et al, report an epidemic of thirty-two cases in 
Iowa. R. R. Spencer, of the U. S. Public 
Health Service, has reported an epidemic in 
Rocky Mount, N. C., in 1926. Twenty-six cases 
were noted. Studies made of the water sup- 
ply, milk, and ice cream supply, and possible 
insect vectors throw no light on the mode of 
transmission. The mode of infection, it would 
seem, from the character of the epidemics cde- 
scribed is a droplet infection from the upper 
respiratory tract. 

SymproMaroLtoGy.—The disease is common 
in children. Most of the cases reported have 
been in patients between the ages of eight and 
eighteen. More cases have been recorded in 
males than in females. The youngest case re- 
ported was La Motte’s whose patient was five 
years of age. A case which was under my own 
observation was forty-seven vears of age. 

The symptom-complex presented by this dis- 
The onset in prac- 


disease 


denosis, 


ease is not a constant one. 
tically all of the cases reported was character- 
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ized by malaise and pharyngitis. The lymp- 
hoid follicles of the pharynx show hyperplasia 
and are translucent in appearance, Fever is 
rather a constant symptom in the reports 
studied. It ranges from 101 to 104, and chills 
may intervene. 

Baldridge et a/. report sore throat in 68 per 
cent of their fifty-six cases. Ia Motte reports 
two cases, one of which was age five years. 
This is the youngest case reported. Both cases 
had sore throat. Butka reports five cases, all 
exhibiting pharyngitis, and my case, observed 
in Paris, had an extremely red and angry 
throat. Longeope and Cotrell report it as a 
constant finding in most cases. ‘ 

Enlargement. of the spleen was observed by 
practically all of the writers as a symptom in 
this condition. 

The adenopathy, which is a symptom always 
seen, varies in extent and in the glands in- 
volved. It may involve only the cervical chain. 
It may, however, and frequently does involve 
the axillary, epitrochlears, and inguinal chains. 
For the most part the glands are only moder. 
ately enlarged, This adenopathy may persist 
for many weeks. 

There two other observed 


are symptoms 


often enough to warrant mention, namely, a 
skin eruption and abdominal pain. W. T. 
Longcope, in reporting ten cases, describes, in 
two cases, a skin rash which exhibited itself as 
pinkish papules and macules resembling rose 


spots. There was no itching noted. Baldridge 
et al. deseribe a faint flush occurring in some 
of their series, which did not have the typical 
appearence of a scarlatinal rash. 

Abdominal pain is reported by several 
authors. Longcope reports it in two cases of 
his series. Steinfeld and Goldberg report ab- 
dominal pain in one case of six reported. 
Montgomery reports it in one case which ‘also 
exhibited a sore throat. Jager reports two 
cases with abdominal pain. McKinley reports 
one case of nine with this symptom. 

The presence of the organisms of Vincent's 
angina in the mouths and throats of patients 
with infectious mononucleosis is also worthy 
of note. James Cotrell reports six cases in 
seven that had positive smears for Vincent’s. 
McKinley reports four of nine cases with posi- 
tive and Longcope three in ten. 
Bloedin and Houghton report positive smears 


smears 


As has been 
noted above, these findings probably merely 


in three of four cases studied. 
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illustrate that Vincents’ organisms are fre- 
quently present in any condition in which a 
severe pharyngitis is seen, and are of no etio- 
logical import. 

V. R. Mason has reported two cases in which 
jaundice was a marked symptom. A. J. Joynt 
reports two cases coexisting with m: astoiditis. 
Both recovered. Poynton “and Moncrieff re- 
port, in two cases which terminated fatally, 
the presence of pains in the knee, ankle, hip, 
wrist, and finger joints with rarefaction of 
these areas demonstrable by roentgenograms. 
These two cases also had numerous nodules in 
the scalp. 

‘The most important symptom and one which 
is of great aid in diagnosis is the lymphocy- 
tosis and this will be considered under the 
heading of the study of the blood picture. 

Bioop Picrure.—Anemia seldom if ever ac- 
companies this condition. The red count an 
hemoglobin remain normal during the course 
of the disease. The abnormality of the blood 
picture is seen in a study of the white cells. 

A leukocytosis appears with increase in total 
count ranging between 12,000 and 30,000. The 
increase is eradual as a rule and the return to 
normal is also gradual. The return to normal 
takes several months as a rule. 

Baldridge et al. report fifty-six 
the highest count at 26,950, and the lowest at 
3.400. Poynton and Moncrieff, of England, re- 
port a count of 62,000, and my own 
reached 60,000. For the most part, however, 
the counts ranged from 12,000 to 15,000 in the 
cases reviewed. The most striking feature of 
the disease is the lymphocytosis. 

Cotrell states that the increase in lympho- 
cytes in this condition consistently reached 40 
per cent or more of the total leukocytes. The 
lymphocytic increase and the granular ele- 
ments decrease. 

An examination of the lymphocytes is of in- 
terest. Some men report that the preponder- 
ance is of small lymphocytes, others large. 
Poynton and Moncrieff report cases where the 
large cells were 83 per cent and the small 3 
per cent. In the case I observed the small type 
were in greater number. Base and Hermann 
likewise found the small cells to be the more 
numerous. 

An abnormal cell is found constantly in these 
cases which should make the diagnosis less 
difficult. Before discussing these abnormal 
cells, it should be said that the normal lympho- 
cytes show no immaturity and stain regularly. 


cases with 


case 
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Base and Hermann claim the presence of m: ny 
mesolymphocytes of Pappenheim. 

A detailed description is given here of he 
abnormal cell found in the blood stream, + nd 
in the glands because of its diagnostic | in- 
portance. This cell varies in size from sn.all 
to large. The nucleus has a wavy appeara ice 
due to chromatin strands. Nuclei have been 
reported, but are certainly not common. ‘Ihe 
nucleus may be egg or horse-shoe shaped. o1 
it may be made up of lobules. Stem cells have 
been described by Downing, but do not seein 
to have attracted other investigators. Downey 
and McKinley state that these cells are jot 
immature lymphoblasts but differentiated 
lvmphocytes. John McLean has shown that 
with supravital staining there was a rosette of 
neutral red granules in the indentation of the 
nucleus. 

The cytoplasm of these cells is larger than 
that of normal lymphocytes and takes a baso- 
philic stain or has the appearance of hyaline. 


The cytoplasm has no definite granules. These 
cells do not give the oxydase reaction. These 


abnormal cells comprise about 30 per cent of 
the total white cells, and begin to disappear 
with convalescence. 

Parnotocy.—The general pathology of this 
condition is described by Poynton and Mon- 
crieff in a report on two fatal cases. The por- 
tal vessels were filled with small round mono- 
nuclear cells. These cells had poorly staining 
cytoplasm. The spleen and glands were sites 
of increase in fibrous tissue. There was hyper- 
plasia of all cells with a predominance of en- 
dothelial cells. There was no evidence of any 
cells of malignant character. There were no 
multinucleated cells. The kidneys were the 
site of cloudy swelling. 

Baldridge et al. describe the examination of 
axillary nodes from six cases. The glands 
averaged 3-6 cm. and were soft and spongy. 
There were cells found which had lobulated 
nuclei and resembled the abnormal cells found 
in the circulation as described under the Blood 
Picture. These glands gave these writers the 
impression that they were similar to glands 
found in the malignant lymphomas. Small 
lymphoid cells were not noted by these investi- 
gators. Supravital staining proved the cells 
to be lymphoid in origin. 

Diaenosts.—The diagnosis depends on the 
blood picture in the main. The glandular en- 
largement, either localized or general, when 
accompanied by the proper blood picture. 
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vikes the diagnosis fairly easy. It appears, 
owever, that a diagnosis is not complete 

thout the presence in the blood picture of 
the abnormal cells described above, namely, a 
cell with a large cytoplasm taking a basophilic 
stain, or having a hyaline appearance with no 
granules in the cytoplasm. A lobulated nu- 
cleus is found having neutral red granules in 
the indentations, and the cell is negative to the 
oxvdase reaction. 

The presence of sore throat, abdominal pain, 
and high temperature are supplemental factors 
in the diagnosis. 

DIFFERENTIAL DraGgnosis.—The 
must be differentiated :— 

Acute Lymphatic Leukemia: 

1. By the high count in most cases. 
2. By the cell morphology as described 
above. 

Agranulocytic Angina: 

1. By the ulcerative angina. 
2. Extreme leukopenia in this condition. 
3. Cell morphology. 
Mumps: 
1. By blood picture. 
In cases with abdominal pain, appendicitis 
must be differentiated: 
1. By blood picture. 
In cases with rash, scarlet fever must be 
differentiated : 
1. By blood picture. 
Hodgkin’s Disease: 
1. By blood picture and cell morphology. 
2. By the anemia and hard glands. 
Dengue: 
1. By the leukopenia. 
2. By the bone break pains. 
Vincent’s Angina: 
1. By the blood picture. 

ProcNnosts.—The prognosis is_ excellent. 
Only one report among those reviewed reported 
death from this disease. 

Poynton and Moncrieff report two deaths. 
The usual course is several weeks to three 
months and ends in recovery. 

TREATMENT.—The treatment in the main is 
symptomatic. Many specific treatments have 
been tried, but little benefit resulted. Neo- 
arsphenamine has been used, and Longcope re- 
ports recovery in one case some years ago. 
This case would probably have recovered with- 
out this therapy. Non-specific protein therapy 
has been tried to raise the glandular elements 
but little success has met the attempts. Un- 
til more is learned of the etiology no specific 


followin: 


treatment can be described. Prevention of the 
condition, especially in epidemics, seems diffi- 
cult. Most writers believe that isolation is not 
practicable until the method of contagion is 
determined. The status of treatment, then, at 
present, seems to be to treat the symptoms as 
they arise. 

This condition has one virtue that most of 
the diseases affecting the hemopoietic centers do 
not have, namely, most of the patients get well 
notwithstanding the lack of knowledge of the 
etiological factor. 


SuMMARY 


1. Infectious mononucleosis is an acute, 
febrile, infectious disease, characterized by 
lymphadenitis, splenomegaly, and the appear- 
ance of abnormal lymphocytes in the circula- 
tion and usually terminating in spontaneous 
recovery. 

2. The etiological factor is unknown, but 
a study of the reports of epidemics leads me 
to believe that it spreads by droplet infection, 
and probably is bacterial in origin. 

3. The mode of onset differs, but once the 
disease is established, diagnosis by means of 
cell morphology should not be difficult. 

4. The literature seems to produce evidence 
that infectious mononucleosis and acute glan- 
dular fever are identical. 

5. This disease occurs more commonly than 
we realize. Failure to have routine blood ex- 
aminations done is responsible for the failures 
in diagnosis. 

6. This disease is not confined to childhood, 
but may occur at any age. 

7. No specific therapy is known. 


BIBLIOGRAPHY 

Bass, M. H.: Monograph, Infectious Mononucleosis 
in Childhood. 

Cotrell: Amer. Jour. Med. Sc., April, 1927, No. 4. 
Vol. clxxiii, p. 472. 

Baldridge, C. W., et al.: Arch Int. Med., October, 
1926, Vol. 38, pp. 413-448. 

Jager: Kans. Med. Jour., January, 1927, pp. 15-18. 

La Motte, Wm.: Arch Otolaryngology, August, 1929, 
Vol. 10, pp. 171-176. 

Joynt, A. J.: Jour. Iowa State Med. Soc., October, 
1928, Vol. 18, pp. 393-396. 

Butka, H. E.: Cal. and Western Med. Jour., Septem- 
ber, 1926, pp. 353-355. 

Fox, H.: Amer. Jour. Med. Sc., April, 1927, No. 4, 
Vol. clxxiii, p. 486. 

Spencer, R. R.: Pub. Health Rep., Vol. 41, October 
8, 1926. 

Montgomery: Canadian Med. Jour., February, 1930, 
Vol. 22, pp. 235-236. 

McLean, J. A.: Med. Jour. Australia, November 23, 
1929, Vol. 2, pp. 734-740. 

Potter, H. W.: Va. Med. Monthly, January, 1930, 
Vol. 56, pp. 682-683. 








668 


Mason, V. R.: Calif. Med. Jour., September, 1928, 
Vol. 29, pp. 187-8. 

Sacks, Adolph: Neb. Med. Jour., March, 1928, Vol. 
xiii, No. 3, pp. 81-85. 

Steinfield E., and Goldberger S., Med. Jour. and Rec., 
May 19, 1926, pp. 639-640. 

Richards: Minn. Med. Jour., July, 1927, pp. 434-439. 

Wylie, R. M.: West Va. Med. Jour., March, 1927, 
pp. 128-132. 

Poynton, F. J., and Moncreiff, A.: 
tober 19, 1929, pp. 812-814. 
Haywood, H.: Jour. South. Med. and Surg., Vol. 89, 

No. 1, pp. 16-18. 


10 Thirty-Third Street. 


The Lancet, Oc- 





EMERGENCY CYSTOSCOPY FOR RELIEF 
OF URETERAL COLIC. 


By THOMAS V. WILLIAMSON, M. D., Norfo'k. Va. 
Staff Urologist to St. Vincent’s and Protestant Hospitals. 


Ureteral peristalsis is an uncommonly com- 
petent part of the urinary mechanism, if we 
judge by its self-reliance and hardiness. In- 
deed it seems to be self-sufficient. The stimu- 
lus that brings it about is thought, by some 
observers. to be myogenic, and thus originat- 
ing within the musculature of the ureter itself, 
is deemed to be independent of other nerve 
centers. It is de‘initely known that transverse 
lesions of the cord may not interfere with it. 
Most of us have seen patients in whom there 
was incontinence of both urine and feces, but 
in whom there was no appreciable cessation of 
the peristaltic portage of yrine down to the 
bladder. 

This muscular pump is quite capable of ad- 
justing itself to meet all normal demands; so 
the rate of its waves varies with the amount 
of work to be done, It idles along, when the 
occasion permits, and pushes lazy jeis of urine 
into the bladder every thirty seconds or so. 
But, when more active duty is the order of 
the day, it answers the call. The spurts quicken 
their tempo and, at the same time, take on 
added force and amplitude. When the kid- 
neys are carrying a heavy burden of elimina- 
tion, we may observe copious whirls being pro- 
jected at a fourteen second rate. The point 
is this, unless there is some serious departure 
from the normal, ureteral peristalsis does not 
fail the kidneys. 

Now suppose a mischief-maker tumbles into 
this smoothly functioning, competent,  self- 
sufficient mechanism. <A calculus rolls out of 
the renal pelvis and engages in the ureter. 
What happens? The ureter at once attempts 
to rid itself of the offensive intruder and, for 
the time being, it does not cease striving to 
carry away the urine. 

Intense, quickened, 


spasmodic — peristaltic 
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waves result. They may be broken sharply at 
the point of obstruction by the calculus. Hovw- 
ever, they are picked up, or begun again, | e- 
low the break, and then continue their down- 
ward way. 

But above the irritating obstruction there is 
a different story to tell. Equally powerful, 
spasmodic reverse peristalsis is set up, which 
naturally, since the urine cannot go downward 
by the stone, drives this imprisoned fluid wp- 
ward into the kidney pelvis again. Wislocki 
and O’Conor feel that the increased intra- 
pelvic pressure, thus suddenly induced, is re- 
sponsible for much of the pain of ureteral 
colic. 

The law of physics, which governs hydro- 
statics, rules that this pressure may go but so 
high and no higher. The expansive force of 
the urine within the pelvis will not become 
greater than that of the blood pressure behind 
the kidney, since this organ possesses no mus- 
cular system to aid the act of secretion, but 
depends upon blood pressure for the osmosis 
of elimination. This force, owing to the mus- 
cular ruggedness of the pelvis when it is in 
a normal state, cannot muster enough energy 
to produce a vast ballooning out of the pelvis 
in short order like that seen in a true hydrone- 
phrosis, yet withal it is capable of inciting 
atrociously acute pain. Fortunately for the 
renal economy, it seems that a pressure 
sault by the urine over a long period of time 
is needed to develop a real hydrenephrosis. 
Nevertheless, even a moderate degree of intra- 
pelvic pressure may engender excruciating 
agony. 

The kidney is immensely concerned with the 
plight into which it has fallen. With uncanny 
adaptability it sets in motion an amazing proc- 
ess which has no analogue in human physiol- 
ogy; pyelovenous back-flow takes place. ‘The 
pent up urine in the kidney pelvis enters the 
veins in the terminal sulci of the calices and 
drifts back into the blood stream. This back- 
flow is evidently intended by nature to ve- 
lieve much of the pressure distress. It is in- 
teresting to note in this connection that Hin- 
man found that dyes, introduced into a true 
hydronephrotic sac, would not remain there 
long. Owing to this reverse flow of urine, he 
concludes that there may not be rank stagna- 
tion or stasis of the contents of the blocked-off 
pelvis in such conditions. 

Thus it is, even in those cases in which there 
is total occlusion of the ureter, that the fune- 
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iion of the kidney, while it may be excessively 
embarrassed for the time being, may not be 
absolutely stopped. To relax tension even 
more, peristalsis may cease. If the delay in 
removing the obstruction is not unduly pro- 
tracted, the kidney, never having been entirely 
idle or defunct, will resume its full function, 
and peristalsis will begin again when the stone 
is passed or taken out. For this reason radi- 
cal kidney surgery should never be considered 
in cases of ureteral calculi until the organ has 
had ample time to show that it cannot resume 
its function in a competent manner. 

When we recall the wide range in the sizes 
and shapes of the calculi that we have seen, 
we realize at once that there must also be a 
hig variation in the degree of the actual ob- 
struction to the flow of urine through the 
ureter occasioned by an individual concretion. 
We have but to remember the pain that our 
patients have suffered at times in passing com- 
paratively small caleuli to know that back 
pressure is not the sole cause of the distress in 
ureteral colic. Some of these stones were so 
small that they could not have been respon- 
sible for much back pressure, if indeed there 
was any at all. Therefore trauma must be, 
and is, a second contributing factor in this 
calcareous castigation of the sensory nerves 
in the upper urinary tract. 

For our present purpose, however, we are 
more vitally concerned with the ureteral cal- 
culi that are of suflicient size to engage in a 
narrow part of the ureter and, by so doing, be 
temporarily a great disability to the kidney 
and its tributary ureter in the matter of drain- 
age. 

There are several anatomical points of nar 
rowing in all normal ureters. A calculus large 
enough to be stopped in its downward course 
meets one of these contracted points and im- 
pinges there. Frenzied peristalsis grinds its 
rough, or sharp, or rosetted borders into the 
delicate mucosa. Hemorrhage may result: 
pain of the worst type imaginable blasts the 
patient into vroveling supplication for relief, 
and certainly there is an immediate edema of 
the contiguous and adjacent mucous mem- 
brane. 
the part of nature, but, in this instance, it 
further complicates the difficulty of the pa- 
tient by closing in the calibre of the ureter 
about the stone, and thus more tightly jams 


This edema is a protective process on 


the tube. 
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The ureter is intransiently antagonistic to 
trauma, and the edematous reaction within the 
ureter at times seems to be disproportionate 
to the amount of injury done. What tortures 
have not humans suffered on account of the 
efforts of edema to combat trauma! The 
writer has had occasion to re-cystoscope pa- 
tients shortly after they had experienced a 
strenuous dilatation of a narrowed ureteral 
orifice. A collar of bullous-like edema adorned 
the outlets and circled the small openings so 
tightly that the ureters, perforce, were labor- 
ing with mighty peristaltic heaves to over- 
come the grape-like hazards. These edematous 
rings unquestionably created back pressure of 
a painful type. The visual pathology was 
altogether too gross to believe otherwise. The 
writer unhesitatingly expresses himself to be 
of the opinion that such intra-ureteral swell- 
ings, following large calibre dilatations, are 
responsible for most of the unpleasant after- 
effects observed in this field of urologic en- 
deavor. 

Called to see a patient for the first time, with 
a newly acquired renal colic, the physician 
usually does the two things that have for so 
long constituted the recognized method of 
treatment; he injects an opiate to relieve pain, 
and instructs the patient to ingest large quan- 
tities of fluids so that the increased urinary 
output may serve to expedite the downward 
progress of the foreign body within the ureter. 
This form of treatment is certainly the one of 
choice when the stone is so small that it cannot 
block the ureter and produce sudden back pres- 
sure. But, és 7¢ the right thing to do with an 
arrested calculus, or with one that is of suffi- 
cient proportion to incite the reverse peristalsis 
that results in concomitant intrapelvic pres- 
sure? Is it wise to order the ingestion of fluids 
that will certainly intensify peristalsis and 
heighten back pressure? The writer thinks 
that this is not the right thing to do. Who 
knows at the outset of ureteral colic what may 
be the dimensions of the stone that is causing 
the trouble? 

Then what is the right thing to do? Charles 
Mayo says, “Several years ago the surgeons re- 
moved the majority of ureteral stones sur- 
gically by the open method; now the urologist 
removes the majority of them.” Since it is so 
clearly evident that the urologist is supplant- 
ing the surgeon in this field and, since he suc- 
ceeds in extracting the majority of such for- 


mations without resort to open operation, 
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there is no object now in delaying urological 
intervention in order that expectant therapeu- 
tics may be tried out. Delay has been in keep- 
ing with good medicine heretofore to save cut- 
ting operations. But that day is done, as Mayo 
has told, and it is the proper time to inaugurate 
a new order of case management. 

From the standpoint of the urologist, it is 
not beneficial to either the kidney or to the 
ureter to keep hands off while these two struc- 
tures are in this precarious predicament. 
Should we do so, on the one hand we leave the 
kidney to re-adjust its entire functional life 
in a very short time, while on the other hand. 
we permit the ureter to struggle madly to expel 
the object that so viciously threatens its present 
and future well-being. 

In the light shed by the physiological and 
pathological facts set forth in the early para- 
graphs of this article, we see that these cases 
are definite emergencies. Drainage of the af- 
fected kidney by means of the ureteral catheter 
should be instituted as quickly as may be. 
Should this be done, the impediment of back 
pressure is nicely eliminated from the complex, 
and then the urologist has to deal only with the 
ureteral phase of his problem. 

Unaided by intra-ureteral manipulation, 
there is no logical reason to expect the passage 
of an arrested calculus until there has been 
both a conciliatory subsidence of edema about 
the site of arrestment and an adjustment of the 
ureteral calibre to the diameter of the encum- 
brance. Edema diminishes the lumen greatly. 
A shift in the position of the stone, which 
brings its long axis into line with that of the 
ureter, must take place, or else the ureter must 
dilate sufficiently to let it pass. This period of 
re-adjustment, granting that it is to take place, 
may be a stormy time for the patient and a dis- 
astrous wait for the kidney and the ureter. 

An infection may intervene in and around 
the kidney pelvis which, as we know, may run 
the gamut of severity from that of a simple 
pyelitis to that of total destruction of the 
organ. Scar tissue is quite likely to follow a 
cut in the ureteral wall that gives rise to hemor- 
rhage. Hemorrhage in some of these cases is 
rather severe and attests to an abrasion within 
the ureteral musculature that must be regarded 
as more than a mere trifle. Pressure necrosis 
is prone to occur where a stone impinges tightly 
upon the ureteral wall. To counteract this 
tissue destruction and to preserve its integrity, 
the ureter builds a protecting wall of fibrous 
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tissue in advance of the ulceration. Thi 
process may be so extensive that partial en 
‘apsulation of the stone may result. Could 
stricture of the ureter possibly have a bette 
foundation upon which to build ? 

The methods by which the urologist is sup 
planting the surgeon are simple. They consis 
of the dilatation of narrow places in the ureter. 
the changing of the axis of the calculus, an 
the devising of some type of down-pull upon 
the stone. Dilatation is very frequently don: 
by means of one or more ureteral catheters. A 
change in the position of an elongated or irreg 
ular stone may re-establish drainage. Such 
change may be accomplished by the introduc 
tion of an ureteral catheter. Since immediate 
drainage may be had through the ureteral 
catheter, provided it can be pushed by th 
stone, and since drainage is the imperative de 
sideratum in all cases, the suggestion is here 
made that the urologist be intrusted with the 
emergency care of the patient as soon as it is 
definitely known that there is a serious renal 
or ureteral colic. The following case histories 
are selected from a series of like nature and 
sketched briefly to show that the suggestion is 
both timely and appropriate. 


Case 1.—A white woman of thirty years had 
been conscious of an uneasy feeling in the right 
kidney region for several months. At times 
the symptom was sharp and aching in char- 
acter. On one occasion, she had noticed a tinge 
of blood in the urine for several voidings. 

At eight o’clock in the evening she was seized 
with a violent attack of kidney colic. Prostra- 
tion was profound, and the pain was so acute 
that three hypodermic injections of one-third 
of a grain of pantopon at short intervals failed 
to control it. Having had all of the opium 
that was advisable, and light anesthesia being 
contraindicated in the presence of a slight 
heart lesion, the patient was removed to the 
hospital at midnight. 

Cystoscopy was done at once and a No. 6 F. 
ureteral catheter was introduced into the right 
renal pelvis. Resistance was met at the iliac 
crest but the catheter succeeded in detouring 
this point without great difficulty. 

Immediately after the eye of the catheter had 
passed this point of resistance there was a con- 
tinuous flow of urine through the tube. There 
was no peristaltic wave at the beginning of 
drainage. This showed that the urine in the 
pelvis was under considerable pressure. The 
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pain quieted quickly as the intrapelvic pressure 
was reduced and the paroxysms of colic soon 
passed away. As long as the catheter remained 
n place there was some discomfort, which, 
however, was not of the nature or intensity 
of colic. When the catheter had drained with- 
out intermission for several moments, a return 
of normal peristalsis was noted. 

The catheter was left in place. An X-ray 
plate, taken the following morning, revealed a 
rounded shadow lying on a plane with the 
catheter at the crest of the ilium. 

At the expiration of fifty-two hours a second 
catheter, larger than the No. 6 already in the 
ureter, was pushed by the stone. Thinking that 
this two-catheter dilatation might be suficient 
to permit the stone to deliver itself, both of 
them were withdrawn. A few hours later it 
came down into the bladder and was ejected 
without trouble at the next urination. 

From the time that the first catheter entered 
the renal peivis until the passage of the stone, 
there was no more colic and, what is more im- 
portant still, there was no further interrup- 
tion to the normal peristaltic rhythm. 


(ase 2.—An obese white man in the late thir- 
ties was seen at home at ten A. M. A vicious 
attack of left renal colic had seized him with- 
out the warning of premonitory symptoms. 
He was removed to a hospital where the X-ray 
pointed out an elongated shadow of large size 
(orange seed) at the junction of the middle and 
lower thirds of the ureter. 

Cystoscopy was done without delay and the 
tips of two No. 6 F. catheters were manipulated 
by the stone—one of them going up as high as 
the renal pelvis. A continuous jet of urine 
emerged from the catheters for a short time, 
and then rhythmic peristalsis reinstituted it- 
self. As the pressure decreased the pain faded 
away. 

The catheters were left in place until the fol- 
lowing morning. They were then removed as 
the patient insisted upon going home, even 
though the stone was undelivered. 

At eleven o’clock that night the patient 
phoned and requested a meeting at the office. 
The colic had returned. Upon meeting him 
there he himself urged cystoscopy, because he 
had been given so much relief by that pro- 
cedure before, 

When the ureter was brought into view, a 
decided bulge was noted in the intra-mural por- 
tion just above the orifice. A corkscrew, steel 
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extractor was spiralled by this tumefaction. A 
moderate down-pull upon the instrument suc- 
ceeded in delivering the stone into the bladder. 
However, the force that was required to extract 
the calculus was great enough to show unmis- 
takably that ureteral peristalsis, combined with 
urinary pressure, would have been hard driven 
to propel the obstacle through the narrow lower 
ureter. Certainly some hours or days of ure- 
teral labor would have been needed to accom- 
plish this end. 


Case 3— The twenty-eight-vear-old wife of a 
lighthouse keeper came into the office in a state 
of intermittent left renal colic. She had been 
having sharp, darting pains in the kidney 
region for several days, but the real onset of 
the colic had been ten or twelve hours prior to 
her visit. 

X-ray was negative. The urine was de- 
cidedly bloody. There was some tenderness 
over the kidney. The temperature and the sur- 
gical blood picture were normal. 

Bloody urine could be seen emerging from 
the left ureteral orifice. The mechanism of 
peristalsis seemed to be at fault. The waves 
did not appear to be delivering the normal 
quantity of fluid, and the efflux into the blad- 
der was drawn out and sluggish. The impres- 
sion one gained was that there was some ob- 
struction to the down-flow somewhere up in the 
ureter, 

A point of resistance was felt well up toward 
the kidney, which a No. 6 F. catheter passed 
with a quick jump, as though the obstruction 
had suddenly given way before it. This 
catheter was immediately withdrawn in order 
that it might be replaced by one of larger 
calibre. As the tip of the catheter emerged 
into the bladder, it was followed by a big jet 
of dirty, turbid fluid which required several 
seconds to be completed. When the flow had 
subsided enough to see clearly, the base of the 
bladder around the orifice was covered with 
kidney sand. 

A No, 9 F. catheter was then introduced up 
to the pelvis with no great difficulty. There 
seemed to be no urinary back pressure per 
catheter, and the colic was now in abeyance. 
Therefore, the patient was sent home to be 
further observed. 

One hour afterwards she was seized with a 
sharp attack of colic, which lasted about five 
minutes and then completely subsided. Fol- 
lowing this spasm there was an urgent desire 
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to void. In the act of micturition, a foreign 
body was forced through the urethra into the 
urinal. This proved to be a roughly cylindrical 
mass of calcareous matter nearly one-half inch 
in length and one-eighth of an inch in diameter. 
It was very poorly organized, being quite 
porous, and looked like hardened sea-foam. 
Upon drying it crumbled easily. 

Following the passage of this phosphatic 
deposit, the patient had an uneventful recov- 
ery. There has been no recurrence to date. 

This is the train of events that probably led 
up to and caused the colic and hematuria. The 
seam-foam mass became disengaged from the 
kidney and was arrested in the narrow part 
of the ureter immediately below the pelvis. 
Upon this was deposited the kidney sand which 
filled in the interstices of the major mass so 
compactly that the urinary flow was very seri- 
ously impeded. The ureteral catheters broke 
the jam and cleared the way for the descent 
of the whole. 


Case 4—A white woman of thirty-five had 
been troubled with a stricture of the ureter in 
the region of the left ovary for four years. 
Occasional dilatation was called for to pre- 
vent pain in the kidney on that side. 

The ureteral orifice itself was small and did 
not take kindly to dilatation. Any dilator 
above the graduation of No. 9 F. engaged 
tightly in the opening. Invariably this patient 
went through several stormy days following 
the treatments. 

On one occasion the distress, which succeeded 
a No. 10 F. dilatation, was so pronounced that 
cystoscopic examination was repeated on the 
following day. The lady complained bitterly 
of tenesmus which, as she explained the symp- 
tom, was induced by irritation in the left side 
of the bladder. Renal colic intensified the 
discomfiture of the patient. 

The cystoscope revealed a thick, heavy ring 
of bullous-like edema around the ureteral 
orifice. The entire area was elevated above the 
base of the bladder and had the appearance of 
an angry inflammation. The lips of the orifice 
were everted. 

As this pathology seemed to be sufficient to 
constrict the ureter enough to cause back pres- 
sure, a small ureteral catheter was passed up 
to the kidney and the patient put to bed with 
the tube in-dwelling. The catheter did not 
lie with perfect ease in the tender, swollen 
ureter but the discomfort was quite mild when 
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compared to the acute distress that had pre 
ceded its introduction; it was nicely controlle: 
with opiates, whereas the colic had_ bee: 
openly recalcitrant to analgesic authority. Th 
catheter was removed on the next day, and 
the patient noticed no return of the impera 
tive symptoms. 

At a subsquent treatment of the stricture, an 
in-dwelling catheter was inserted at the tim: 
of dilatation, and was kept in the ureter for 
thirty hours. A gratifying absence of annoy 
ing after-effects was the result. 


CoNCLUSIONS 

1. Ureteral colic is a cystoscopic emergency. 

2. The earliest possible relief of intra-pelvic 
pressure occasioned by sudden blocking of the 
ureter is imperative to the well-being of the 
kidney. 

3. Continued trauma by a calculus to any 
part of the ureter is conducive to stricture 
formation and should be obviated without de- 
lay. : 

4. Edema of the ureter may cause colic. A 
small in-dwelling catheter may lessen the dis- 
comfort associated with drastic manipulation 
within the ureter. 
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THE NERVOUS, TIRED, AND RUN-DOWN 
PATIENT. 
By J. BURTON GLENN, M. D., Washington, D. C. 

The nervous, tired, and run-down patient is 
one of the most misunderstood in Medicine. 
Too often he is branded as neurotic and 
treated as such; too often given tonics and told 
to take a “rest cure” at some nearby resort. 
From Doctor to Doctor he goes, finally losing 
faith in the Medical Profession. Christian 
Science and Chiropractors ultimately draw a 
great number. The majority progress into 
definite organic disease and finally are recog- 
nized as having Tuberculosis, Cancer, Thyroid 
or what not. It is too infrequently realized 
that this group of symptoms usually is indi- 
cative of organic pathology somewhere in the 
body, and that the pathology can be found 
if a painstaking search is made. The average 
case is neglected usually through a lack of 
interest, seldom through a lack of knowledge 
or time. 

A group of 120 cases presenting this group 
of symptoms has been analyzed and the re- 
sults discussed in this paper. Exactly 55 per 
cent had been seen by other physicians and 
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34 out of the 55 had been branded as neurotics 
and sent away for a so-called “rest-cure.” 
Fifty of the 55 had serious organic disease 
present, and had been given tonics and told 
that they were run-down. Only two had had 
the chest or gastrointestinal tract X-rayed. 
Only four had been given the benefit of a Was- 
sermann test. Five had records of a meta- 
bolism test. These facts are given because they 
show how lightly these cases are regarded by 
the profession. They point to a lack of sys- 
tem in the handling and study of patients with 
this group of symptoms. 

Anyone complaining of loss of weight, nerv- 
ousness and being tired deserves a thorough 
and systematic study, and this study should, 
of course, include a good history. A Wasser- 
mann, blood study (including chemistry), 
urinalysis. and stool examination is a part of 
every complete examination. With the results 
from these investigations at hand, it can readily 
be determined if X-rays, spinal punctures, kid- 
ney function or other tests are indicated. They 
were found to be necessary in about 75 per cent 
of our before a conclusion could be 
reached. Patients are beginning to realize 
that they spend more time and money with 
several careless physicians than with one care- 
ful and painstaking doctor. With prolonged 
study and cooperation a diagnosis was made 
in 113 cases out of 120, and in but very few 
cases could a diagnosis be made on the first 
general survey. We believe that this group 
demands prolonged study in nearly every case. 

A tabulation of the findings in 120 cass 
presenting symptoms of being tired, nervous, 
and run-down follows: 


cases 


Early Thyroid Disease 20 cases 
Chronie Appendicitis 

Early Tuberculosis 

Colitis 

Neurosis 

Anemia es er 
Encephalitis Lethargic: 
Syphilis 
Unresolved Pneumonia 
Myxedema 

Infected Teeth i 
Gall-Bladder Disease . 
Gastric Uleer . _—— 
Cerebral Arteriosclerosis 
Sinus Infection : 
Uterine Fibroid 220000 


cases 
cases 
cases 
cases 
cases 
cases 
cases 
cases 
cases 
cases 
cases 
cases 
cases 
cases 


cases 
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Diabetes 

Chorea 

Chlorosis 

Menopause 
Carcinoma of the Bowel 
Chronie Myocarditis 
Post-influenzal Weakness 


The Early Thyroid Group. 
cases included in this group, nine were under 
twenty years of age. All were girls. These 
nine presented slight enlargement of the gland 
loss of weight and fine tremor besides the tired 
feeling, etc., although the principal symptom 
was the latter. In every case was the men- 
strual cycle abnormal. With one exception 
they cleared with rest, Lugol’s solution and 
luminal or bromides. The remainder of the 
group consisted of older women, with no de‘i- 
nite enlargement of the gland, but loss of 
weight and nervousness. In two cases the pa- 
tients were going through the menopause. 
These two were helped by ovarian extract. 
Two were sub-sternal enlargements and were 
cured by X-ray treatment. Four were oper- 
ated on with good results. In every case three 
or more metabolism tests were done. We do not 
place much confidence in one alone. Eighteen 
of the group of twenty improved with either 
medical, surgical, or X-ray treatment as the 
case indicated. 


Of the twenty 


9 


The Chronic Appendix Group. The cases 
in this group numbered twenty or 16.6 per 
cent. The symptoms presented were nervous- 
ness, a tired feeling, occasional indigestion with 
gas and being run-down. In every case phy- 
sical examination consistently showed definite 
tenderness over the appendiceal area. Every 
case was studied fluoroscopically. The cri- 
teria used in this study were the emptying 
time, visualization, and abnormality of posi- 
tion, size, and motility. The normal appen- 
dix is seen coming off from the inner and pos- 
terior portion of the cecum, It is freely mov- 
able, fills regularly and empties synchronously 
with the cecum and ascending colon. In or- 
der of importance the conclusions from X-ray 
study are: (1) Definite tenderness over the ap- 
pendix with visualization: (2) failure of the 
appendix to empty; (3) abnormality of posi- 
tion, mobility, and size. 

If the X-ray study is properly carried out, 
a high degree of accuracy is possible in the 


diagnosis. A diseased appendix was found in 
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every case operated on following this method. 
Thirteen of the cases were operated. Even in 
this small series, three gastric ulcers and two 
diseased gall-bladders were found associated 
with a chronic appendix. Either a right rec- 
tus or mid-line incision was done in every case. 
We belong to the group that believes that the 
small incision has but limited usefulness. We 
also believe that the reason symptoms persist 
after the removal of a chronic appendix is be- 
cause pathology is left in the abdomen. When 
the abdomen is opened in any chronic case or 
condition, every possible organ should be ex- 
amined and pathology corrected if found. By 
this method we obtained relief from symptoms 
in 90 per cent of cases of chronic appendicitis. 
Of the seven that refused operation three im- 
proved but four continued with the symptoms. 

The Tuberculosis Group. This group num- 
bered seventeen or 14.1 per cent. Eight of ihe 
seventeen cases were found to have early in- 
cipient tuberculosis. The most prominent 
symptom was that of being tired and a feel- 
ing of heaviness in the legs. Every case had 
lost from eight to twelve pounds, and in most 
cases there was loss of appetite. Five had been 


treated for indigestion and ulcer of the 
stomach. Loss of appetite with weakness has, 


in our experience, been two of the most con- 
stant symptems in early pulmonary tuberculo- 
sis. These alone should focus attention on the 
lungs, but add to them less of weight and af- 
ternoon temperature and the diagnosis is not 
so difficult. In over half of these early cases 
X-ray pointed out the pathology before the 
stethescope or other methods of examination. 
The average age incidence in these early cases 
was between thirty and forty. Of the remain- 
ing cases of this group, one had tuberculosis of 
the kidney and recovered following removal 
of the diseased organ. One had tuberculosis of 
the peritoneum which was arrected by exposure 
to the ultra-violet rays over a long period of 
time. The remainder were old fibroid cases 
that had apparently been quiescent but de- 
veloped active symptoms several weeks before 
examination. The treatment of the incipient 
cases consisted of rest in bed until the tempera- 
ture remained normal from three to four weeks. 
Mental encouragement and a moderate increase 
in the diet completed the treatment. Results 
were good in all but one case and she refused 
to go to bed. 

The Colitis Group. This group consisted 
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of nine cases, The average age-incidence was 
forty-four. Nervousness and being run-do vn 
were the outstanding symptoms. Only two had 
experienced abdominal pain. Two had previ- 
ously noted mucus in the stools. One cise 
had lost forty pounds and another twenty-two, 
Every possible diagnostic procedure was ¢.r- 
ried out to find either a cause for the colitis 
or disprove the diagnosis, but no other con- 
clusion could be reached. Mucus was found in 
every instance, and in the majority, occult 
blood. X-ray, of course, showed a highly spas- 
tic colon but no other gastrointestinal pathol- 
ogy. Streptococcus viridans or hemolyticus 
was found in six cases; Bargen’s Bacillus in 
two. Autogenous vaccines improved four of 
the six cases. Only two patients obtained re- 
lief from high colonic irrigations. It is very 
sellom that we now resurt to this method of 
treatment over any length of time. In every 
case the soft bland diet of Dr. Barker 
used. Castor oil in feur minim doses four 
times per day proved very satisfactory. The 
best results were obtained from improvement 
of the mental outlook. 

The Nervous Group. This group consisted 
of seven cases. Before making a diagnosis of 
every possible study was undertaken 


Was 


neurosis 


to find organic pathology. None could be 
found. Spinal puncture was resorted to in 


three cases with negative result. Five of the 
seven admitted that they were sexually incom- 
patible with their mates, but the other two de- 
nied any unhapniness at home. In two cases 
talks with the husband improved conditions, 
but in the remainder it was impossible to help 
either side. It may have been that in this 
undiagnosed group early pathology was pres- 
ent but could not be demonstrated. It is pos- 
sible, however, that mental factors accounted 
for all of the symptoms. 

The Encephalitis Group. This group con- 
sisted of five cases. Headache was present in 
addition to the other symptoms. In each case 
symptoms had been present for about three or 
four weeks. Spinal puncture showed positive 
findings in every instance some time during the 
course of the disease. We believe that it is 
possible to have cases with negative spinal fiuid 
findings at any one time during the acute 
stages, but that in order to make a positive 
diagnosis they must be positive on at least one 
examination. Every single case has an after- 
math or residual at this writing. In one there 
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is disturbance of vision. In another, constant 
headaches and in still another intervals of de- 
pression and instability of emotions. In three 
of the five cases the only remission from head- 
ache and other symptoms is obtained by intra- 
venous injection of 50 c.c. of a 50 per cent solu- 
tion of glucose. In fact, outside of this study 
many of our cases have obtained relief from 
similar treatment. In our experience the serum 
has not proven of benefit. 

The Anemic Group. his group is interest- 
ing because of the fact that it contains only 
seven cases, In only two cases could the cause 
of the anemia be found. In one case it was 
the teeth and in another carcinoma. ‘These 
seven cases are the only ones out of 120 that 
could have possibly been helped by a tonic 
of iron, arsenic, strychnine, etc. And yet al- 
most half of the cases studied in this resume 
had been placed on just such treatment, believ- 
ing that they were anemic or needed tonics. 
It is almost conclusive evidence that every time 
we give a tonic we are avoiding a diagnosis. 
A thorough study of any case is worth more 
than all of the tonics in the Pharmacopceia. 

The Unresolved Pneumonia Group. All 
four cases walked into the office. They com- 
plained only of being tired or wanting a tonic 
to aid in getting over a cold or grippe. His- 
tories showed that these symptoms had been 
present for two weeks in most cases. One 
had been sick only five days. A grippe or 
coryza had preceded the onset in three cases. 
Following recovery they did not seem to regain 
strength as they should and thought it best to 
seek medical advice. Two had a dry hacking 
cough. Physical examination showed an area 
of consolidation at the right base in three and 
the left one. X-ray confirmed these findings. 
Treatment consisted of rest, expectorants and 
elimination. Termination was in an unevent- 
ful recovery in every case. 

The Group With Syphilis. Of the five 
cases included in this group, three had cerebro- 
spinal lues. It is noteworthy that in these three 
cases the outstanding symptoms were nervous- 
ness, irritability and a dragging feeling in the 
lower extremities. The neurological findings 
were varied and it is not in order to discuss 
them here; suffice it to say that one had paral- 
ysis of the facial nerve, and another weakness 
in the left arm. Of the remaining two, one 
had serological findings of tabes dorsalis. The 
last one, the wife of one of the patients with 
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cerebrospinal lues, had a four plus Wasser- 


mann. Her only symptom was that of being 
tired, but spinal puncture, X-ray, and neurol- 
ogical studies were entirely negative. She 
cleared after a few doses of salvarsan and bis- 
muth. The cerebrospinal cases are apparently 
arrested at this writing. 

The Group With Sinus Infection. These, 
of course, cleared with appropriate treatment. 
No case was operated. ‘Ten other cases of sinus 
infection were noted in this series but were 
overshadowed by other pathology. It was 
noted, however, that in eight cases the sinus 
infection cleared when associated pathology 
was removed. 

The Mywxedema Group. The results of the 
administration of thyroid in these four cases 
were striking. It is our custom in giving this 
drug to begin with one-tenth grain doses and 
slowly increase them up to the required amount. 
Every case showed slight improvement on one- 
half grain per day, but still greater improve- 
ment on one grain, In two cases it required 
three grains per day before satisfactory results 
could be obtained. 


The remainder of the cases require but little 
discussion. All of the four with infected teeth 
improved within a month after their extrac- 
tion. Chlorosis was improved by iron, and the 
two uterine fibroid cases were relieved by 
operation. The two cases of cerebral arterio- 
sclerosis and one of chorea showed but little 
improvement under treatment. 


CoNcLUSIONS 


1. The nervous-tired and run-down patient 
is regarded too lightly. 

2. Organic pathology was found in 113 
cases out of 120 patients presenting this group 
of symptoms. 

3. It is poor practice to give iron, arsenic 
and other tonics in these cases without con- 
siderable study. 

4. Incipient tuberculosis, chronic appendi- 
citis, and early thyroid disease formed a large 
percentage of the cases. 

5. These patients require exhaustive study 
before a diagnosis is possible. 


1606 Twentieth Street, Northwest. 





If you don’t succeed the first time, try again—a 
hen doesn’t get a bug every time she pecks.—Selected. 
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POST-PARTUM CARE OF CONFINE- 
MENT CASES.* 


By R. H. WOOLLING, M. D., Pulaski, Va. 
Post-partum care of confinement cases, or 


rare of the mother during the puerperium, 
means the care of the mother during that 
period which extends from the delivery of 
the ovum to the time when the return of the 
genitalia to the non-pregnant state is com- 
plete——that is, as near complete as it will ever 
become, for the parts never return to the ex- 
ac condition in which they were before preg- 
nancy. This usually means a period of from 
six to eight weeks. In common usage, the 
puerperium means the time the patient is in 
bed after labor. 

I once heard a physician make the statement 
in a paper he was presenting to a society, that 
any physician who allowed a perineum to be 
damaged to the extent of a second or third de- 
gree tear was incompetent. He would prob- 
ably have said that any physician who had any 
morbidity per cent in the puerperium with his 
patient was also incompetent. We know that 
this is not correct and fair to physicians. The 
best obstetricians’ are at times faced with in- 
jured uteri, vaginae and perinei, and with a 
post-partum period not normal. 

Before we discuss the care of a puerpera, let 
us consider just in what condition she is left, 
just what changes have taken place in her gen- 
eral condition, and in her uterus, vagina and 
perineum. 

It is surprising how little the general con- 
dition is affected in some cases, and how much 
it is affected in others, apparently of the same 
severity. 

A woman just after labor is more sensitive 
to irritants. A great many of them have a 
slight rise of temperature, soon after delivery, 
which should disappear in a short time. The 
pulse usually runs in normal cases from 60 to 
78. The blood vessels immediately after labor 
are soft: very soon the tension is increased, 





and then sinks to normal or below. I am 
speaking, of course, of normal cases. A slow 


yulse with a high tension, or a gradually in- 
] 4 £ i 


creasing tension, is a danger signal. It indi- 
cates a possible eclamptic condition, A very 


rapid pulse is also a danger signal, indicat- 
ing possibly a hemorrhage, or heart pathology. 
* The leucocyte count, which usually runs high 
or higher than normal during labor, now drops. 








*Read before the Southwestern Virginia Medical Society, at 
Christiansburg, Va., September 23-24, 1930. 
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The respiration is not much affected. The skin 
is more active. 
urine for the first twenty-four hours, or longer, 
The patient is usually thirsty, but most often 
‘ares very little for food. There is usually con- 
stipation and moderate tympany, which is in 
part due to a slight intestinal paresis. 

As I said above, the changes in the genera] 
condition of the patient just after delivery are, 
in normal cases, usually slight. The loca! 
changes are always marked, and it is necessary 
to understand these changes in order to treat 
the puerpera intelligently. 

Just after birth the interior of the uterus is 
really one large wound. The same may be said, 
with modification, of the vagina and perineum, 
because there are numerous larger or smaller 
lacerations, bruises and = scraped surfaces. 
These, in the absence of infection, heal with 
very little inflammatory reaction. At the 
placental site there are immense veins con- 
taining superiicial thrombi. Thrombosis oc- 
curs in the walls of the deeper veins only in 
pathologic cases. This condition of the in- 
terior of the uterus, of the vagina and of the 
perineum, explains the ease of infection and 
the severity of the disease if it once gains en- 
trance. 

The pelvic floor, containing muscle, fat and 
fascia, is infiltrated with bloody serum, full of 
small suggillations, even blood. The muscle 
fibers are torn and over-stretched. Many mi- 
nute or often large scars are left, which result 
in atrophy and a weakened pelvic floor. It 
examined after four to eight weeks, the vagina 
and pelvic floor are relaxed and show signs of 
hyper-involution. I emphasize this now  be- 
cause I will refer to it later when I discuss 
the length of time a puerpera should stay in 
bed, and the amount of exercise she should be 
allowed, 


Conpucr OF THE PUERPERIUM. 

After delivery of the placenta, the vulva 
region is cleansed’ of blood clots by the phy- 
sician, and a sterile pad applied. An abdomi- 
nal pad may be used to give the patient a 
sense of comfort, and to please her, not with 
the idea, of course, that it does any good, either 
to prevent hemorrhage, or to improve her fig- 
ure later on. Personally, I rarely use a binder: 
if it is used, it is applied just snug enough to 
give a sense of comfort to the relaxed ab- 
dominal muscles. No douches should be given. 
Whatever moving is necessary should be done 
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There is often retention of 
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with extreme gentleness. The uterus should 
be kept firm, this to prevent bleeding and air 
enibolism. Some authorities, among them De- 
Lee, whose textbook I have used principally 
for reference, think it extremely important to 
keep the legs close together, in order to lessen 
the danger of air embolism. 

After the bed and patient. are cleaned and 
dressed, the room should be cleared and dark- 
ened that the patient may rest. Heat is ap- 
plied to the feet. If hemorrhage has not oc- 
curred in one hour, the physician may feel rea- 
sonably comfortable. 

The aseptic care of the patient during the 
puerperium is second in importance only to the 
aseptic care during labor. The vulva should 
be treated as an open wound, which in reality 
The vulva pads are changed as often as 
they become soiled, and after each urination 
and defecation; also as a routine three or four 
times a day. After each urination and defeca- 
tion the parts should be dressed.—that is, with 
the patient on a bedpan, a 1 to 2,000 bichloride 
solution or some antiseptic is poured over the 


it is. 


parts. which are then gently touched with 
sterile gauze. The nurse’s hands are always 


rendered sterile before dressing the perineum. 
If there is any odor, two per cent carbolic acid 
may be used. This care is kept up for nine 
of ten days. No douches are given. The pa- 
tient should not touch the genitals. No in- 
ternal examinations are made unless there is 
some positive indication for so doing. The 
parts are left severely alone. 

Dier.—During the first twelve to eighteen 
hours it is probably best to give liquids; then 
give a soft diet for two or three days. After 
the bowels have acted, and after three days 
have elapsed, a fairly generous diet may be 
given, remembering that a person in bed, with- 
out exercise, cannot digest as heavy a diet as 
when exercising. 

The bladder should always be emptied dur- 
ing the first twelve hours after delivery. Ow- 
ing to the bruising of the neck of the bladder, 
spasm of the sphincter, and position of the pa- 
tient, there is often difficulty in getting the 
patient to void. It is well to use all means 
possible to get the bladder to act, such as put- 
ting a pad dipped in hot sterile water over the 
pubis, or placing a hot fomentation over the 
bladder, or even letting the patient be raised 
up over a bedpan, before resorting to the 
catheter. Giving an enema will often cause 


the patient to void. If necessary to use 


VIRGINIA MEDICAL 


MONTHLY O77 
catheter, it is not necessary to re-emphasize 
the importance of the strictest asepsis. 

_ Bowels should act on second or third day. 
It is best to give some laxative to produce the 
first evacuation, and caster oil is as good as 
any. After this an enema may be used, with 
an occasional mild laxative. 

The breast should be looked after just as 


carefully and as aseptically as the vulva. It 
is needless to go into detail. Before the baby 
nurses the first time, the breast should be 


washed with soap and water, then with bichlo- 
ride solution. Of course after that, boric acid 
solution is used before and after each nursing. 

A breast binder is applied just tight enough 
to prevent sagging. The pulse and temperature 
are recorded at regular intervals. The pulse 
is a more sensitive indicator of abnormalities 
than the temperature, but less certain because 
it is so easily affected. 

Any temperature above 99.5° should be con- 
sidered abnormal, and its cause sought. A chill 
~hould not be considered simply a nervous man- 
ifestation because no other abnormalities can 
be found at the time. Watch the patient for 
developments. A chill usually means more or 
less trouble, 

After pains are due to lack of tone of the 
uterine muscles. If very severe in a primipara, 
they make one suspicious of infection or re- 
tention of clots or placental fragments. If 
very severe, relieve them by aspirin or amytal 
compound; if necessary, use an opiate as rest 
and comfort are necessary at this time. If 
there is any history of mental disease in the 
family it is doubly important to overcome any 
condition of sleeplessness promptly. 

The general treatment is the same as for 
any bed patient. No visitors should be allowed 
for the first two days and only near relatives 
for first. week. 

Now as to the time of getting up—a ques- 
tion about which there is so much difference of 
opinion: In a normal puerperium, DeLee al- 
lows the mother to sit up in bed on the sixth 
day, to get out of bed in a chair for one hour 
on the ninth day, and to walk about the room 
by the end of the second week. So many things 
influence the puerperium that it is a risky thing 
to tell the mother that you will keep her in 
bed a definite time. Even apparently normal 
cases vary so much in the time it takes them 
to get back to an approximately normal condi- 
tion. One mother will be as fit to get up on 
the ninth day as another will be on the four- 
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teenth. The early getting up does not possess 
all the advantages claimed for it: nor is it 
as free from danger as claimed by many ob- 
stetricians. The pelvic floor is bruised and 
congested, and it should not be called upon too 
soon to support the weight of the puerperal 
uterus. A puerpera should not be allowed to 
get up as long as the lochia is free: or as long 
as the pulse is particularly rapid, unless this 
rapidity existed prior to the delivery; or as 
long as she has any fever of any consequence. 
The conditions above referred to are often im- 
proved, however, by elevating the head of the 
bed, to procure better drainage. 





EUGENIC STERILIZATION IN VIRGINIA.* 


By J. S. DEJARNETTE, M. D., Staunton, Va. 

Eugenics, or the science of generating well, 
has been and is practiced in all countries on 
the lower animals, but man seems to have 
neglected his own breeding and left it to the 
whims and fancies of the individual, so that. 
in consequence, the good and the bad, the 
weak and the strong have bred our race with 
little or no concerted objective; in fact, many 
minimize heredity and claim environment is 
three-fourths of the determinor of the individ- 
ual, and yet these same dissenters acknowledge 
and bow to the laws of heredity in breeding 
their cattle, their hogs, and their dogs and 
even their garden seed. This class claims that 
elimination of the misfit is to be obtained by 
preaching, teaching and training; but while 
environment is of vast importance, I cannot 
but think we stand a much better chance to 
get eagles by putting eagles’ eggs under hens 
than by putting hen’s eggs under eagles. It 
is useless to argue against heredity when all 
living things proclaim it. 

According to Mendel’s law, environment can- 
not change except by extremely slow degrees. 
“Under nature’s plan we breed from the top 
principally; today we breed from the bottom 
more rapidly.” The feeble-minded woman 
will have four children to the college woman’s 
one and is mentally unable to take care of her 
offspring properly, surrounding them with a 
feeble-minded atmosphere, in addition to their 
handicaps of a feeble-minded inheritance. 

Arguing for heredity is simply insisting 
upon the obvious. Practically every one ad- 
mits there are certain classes who should not 
be allowed to reproduce their kind, e. g., se- 





*Read before the Lions Club, Altoona, Pa., April 25, 1930. 


lected cases of feeble-minded, insane, epilepti:s, 
bleeders, victims of MHuntington’s chorea, 
hereditary blindness, etc. There are many con- 
scientious objectors to eliminating reproduic- 
tion in such classes by sterilization, which 
method they consider brutal and contrary to 
the teaching of the Bible, prefering to segre- 
gate a few of these unfortunates and let the 
rest reproduce ad libitum, weakening the race 
and burdening society. 


Our common experience tells us that many 
human misfits are just as much manufactured 
articles as plows and harrows. The first law 
of sterilization in the United States was passed 
by the legislature of Pennsylvania in 1905, but 
was vetoed by the Governor—his reasons for 
the veto I have not been able to find. When 
the law was first proposed in Virginia it was 
laughed out of the Committee, but in 1924 she 
was the first State in the Union to pass a 
sterilization law that stood the test of the 
Court of Appeals of the United States. Jus- 
tice Holmes, in handing down the decision of 
the court, said in part: “We have seen more 
than once that the State may call upon the 
best of its citizens for their lives; it would be 
strange indeed if we could not call upon those 
who already sap the strength of the State 
for those lesser sacrifices often not felt to be 
such by those concerned. In order to protect 
us from being swamped with incompetents, 
it is better for all the world, instead of wait- 
ing to execute degenerate offspring for crime 
or let them starve for their imbecility, if so- 
ciety can prevent those who are manifestly 
unfit for continuing their kind. The principle 
that sustains compulsory vaccination is broad 
enough to cover cutting the Fallopian tubes. 
Three generations of imbeciles are enough 
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Once there was a very dangerous curve in a 
mountain road, and, traffic being heavy at this 
curve, terrible accidents happened frequently 
and many passengers were killed or wounded. 
A philanthropic man built a large hospital at 
the foot of this mountain and was soon doing 
a wonderful work taking care of the injured 
and crippled, and won for himself an enviable 
name as a great benefactor; but one day a wise 
man came and was told of the terrible acci- 
dents. saw the dangerous curve and suggested 
a wall built around the edge to prevent the 
tumble. This one ounce of prevention was 
worth many pounds of cure. The hospital was 
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closed for lack of patients. And so, I believe, 
sterilization, if given a fair trail, will be the 
great wall built around the mountain curve and 
will practically close the hospitals for defec- 
tives at the foot of the mountain. 


History. 

Castration has been practiced from the time 
when the memory of man runneth not to the 
contrary, but eugenic sterilization really be- 
gan in America in 1899 when Dr. Harry Sharp, 
at the Indiana State Reformatory, began to 
sterilize by the new method vasectomy. It 
seems strange vasectomy and salpingectomy 
should have been neglected so long. 

A Pennsylvania legislature passed the first 
sterilization law in the United States in 1905, 
but it was vetoed by the Governor. 

Indiana passed a law for this operation in 
1907, but it was held to be unconstitutional 
by the court in 1920. 

California has sterilized twice as many in- 
dividuals as all of the rest of the States of the 
Union, and up to January 1, 1929, had ster- 
ilized 6,225. 

At present the following twenty-two states 
have sterilization laws in operation: Arizona, 
California, Connecticut, Delaware, Idaho, 
Iowa, Kansas, Maine, Michigan, Minnesota, 
Mississippi, Montana, Nebraska, New Hamp- 
shire, North Dakota, Oregon, South Dakota, 
Utah, Virginia (1924, found constitutional in 
1927), West Virginia, Wisconsin, and North 
Carolina. 


STATISTICs. 

The mental test of 2,000,000 men in the Na- 
tional Army showed 6 per cent below 70. In- 
telligence quotient, 120,000. Estimating 4 per 
cent of our population below 70. Intelligence 
quotient would show 4,800,000 technically 
feeble-minded. Only 60,000 are in institutions. 


Herepiry. 

Heredity is the transmission of the parents’ 
qualities to their offspring and must take place 
prior and up to birth. The law of heredity 
was worked out by Gregor Mendel on white 
and red sweet peas, and is a scientific illustra- 
tion of what to expect from it. 

Old John Kallikak, of New Jersey, in five 
generations had 480 descendants by a feeble- 
minded girl: 434 were feeble-minded, criminals 
or defectives, and only forty-six normal, and 
they cost the State of New Jersey over 
$1,000,000. 
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Cost 

Estimating 264,000 insane and feeble-minded 
in the State Hospitals at $350.00 per capita 
per year, we are spending annually $92,000,000 
for their care, and are allowing them to re- 
produce in many instances by giving them fur- 
loughs or discharging them. There are cases 
where three generations of one family are in 
the hospital at the same time. In one State 
Hospital in the United States a man was dis- 
charged from the hospital forty-seven times 
as recovered, finally dying insane in the hos- 
pital. I knew one woman to be sent to the 
Western State Hospital of Virginia five times 
with puerperal mania. ‘This occurred many 
years ago and, of course, would 
in Virginia now. 


not happen 


PERCENTAGE 

One-half of one per cent of our people, or 
600,000 have a mentality below seven years 
and need supervision; one per cent, or 1,200,- 
(00, have a mentality between seven and nine 
years and also need supervision; four per cent 
of our population have a mentality below .75 
of the average man. Four per cent, or one in 
twenty-five, will be sent to a State Hospital 
in the United States. 


SEGREGATION 

The sex call is the strongest of man’s in- 
stincts and to deny the defectives and the in- 
sane their sex life is a cruelty. To allow them 
to reproduce is also a cruelty, and an unbear- 
able burden to the State. The children from 
such parentage make our great downward 
streams of deadbeats, tramps. criminals, de- 
pendants, paupers, etc. What chance has a 
feeble-minded girl out in the world either in 
a feeble-minded environment or with those of 
higher intelligence ? 

STERILIZATION 

To my mind, sterilization is by far the kind- 
est and best method to render the unfit fit to 
live on the outside, to make a living and to have 
a social life not very different from his more 
fortunate brother. He is relieved from the 
responsibility of children, whom he cannot 
properly care for, and from the dangers of 
infection—orchitis in the male. and salpingitis 
in the female, by the method of operating. 
The Virginia Sterilization Law, written by 
Senator Aubrey E. Strode and _ principally 
through the efforts of Drs. Priddy and Henry, 
Governor Trinkle and myself, was passed 
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unanimously by the Assembly in 1924. Four 
years before I presented a sterilization law 
and was laughed out of the Committee. This 
proves Abraham Lincoln’s theory that “noth- 
ing is ever settled until it is settled right.” 

Up to May 21, 1930, we had sterilized 600 
in Virginia. In the Western State Hospital 
ninety-eight: thirty-three salpingectomies, 
sixty vasectomies, and five X-ray. We are just 
getting into good working trim, and expect to 
sterilize 500 per year in the five hospitals. 

After sterilization, we can furlough our pa- 
tients much more satisfactorily, with no fear 
of reproduction. 

A plan might be worked out to sterilize one 
of a union of two un‘its and so save one opera- 
tion. The operation does not seem to inter- 
fere with sexual desire or gratification, and 
in the male it is done under local anesthesia 
with no more pain than the stick of the hypo- 
dermic needle. The patient does not have to 
go to bed after the operation, and some of our 
patients have driven their cars home the same 
day. In the male there is not even a 
four weeks after the operation and the patient 
does not have to stop work. 

I really believe we are doing work in Vir- 
ginia which will lessen our load, prevent a 
great deal of unhappiness, murders, crimes, 
drunkenness and accidents, and our State will 
be safer, saner and better to live in because 
of the passage and practice of the Steriliza- 
tion Law. “If the feeble-minded are not 
treated properly they will surely have their 
revenge.” 


scar 


Merion. 

Tying and cutting the vas. 

Tying and cutting the Fallopian tubes. 

Ovariectomy. 

X-ray. 

Dilating uterus and electrically cauterizing 
at entrance of Fallopian tubes. This method 
is far from being perfected. 


MENDEL’S LAW* 


A PLea ror A Berrer RAce OF MEN 
Oh, why are you men so foolish— 
You breeders who breed our men 
Let the fools, the weaklings and crazy 
Keep breeding and breeding again? 
The criminal, deformed, and the misfit, 
Dependent, d.seased, and the rest— 
As we breed the human family 
The worst is as good as the best. 
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Go to the house of some farmer, 
Look through his barns and sheds, 
Look at his horses and cattle, 
Even his hogs are thoroughbreds; 
Then look at his stamp on his children, 
Lowbrowed with the monkey jaw, 
Ape handed, and silly, and foolish— 
Bred true to Mendel’s law. 


Go to some homes in the village, 
Look at the garden beds, 
The cabbage, the lettuce and turnips, 
Even the beets are thoroughbreds; 
Then look at the many children 
With hands like the monkey's paw, 
Bowlegged, flatheaded, and foolish— 
Bred true to Mendel’s law. 


This is the law of Mendel, 
And often he makes it plain, 
Defectives will breed defectives 
And the insane breed insane. 
Oh, why do we allow these people 
To breed back to the monkey’s nest, 
To increase our country’s burdens 
When we should breed from the good and the best. 


Oh, you wise men take up the burden, 
And make this your loudest creed, 
Sterilize the misfits promptly— 
All not fit to breed. 
Then our race will be strengthened and bettered, 
And our men and women be blest, 
Not apish, repulsive and foolish, 
For we should breed from the good and the best. 


REFERENCES. 
E. S. Gosney and Paul Popenoi: 
Human Betterment. 
J. H. Bell, M. D., Colony, Va.: 
eal Sterilization. 
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COMPLETE SEPARATION OF PLACENTA 
BEFORE ADVENT OF PAINS.* 
By M. C. NEWTON, M. D., Narrows, Va. 

Mrs. W. M. C., age thirty-eight, corpulent 
female, was treated by me during entire preg- 
nancy, which was the eighth for her. She had 
a history of one still-birth and three infan- 
tile deaths. 

The whole of her pregnancy was with com- 
plications. She had a mild nephritis and 
pyelitis, some myocardial decompensation, with 
attacks of dyspnea, edema of lower extremi- 
ties and lower abdomen, and occasionally hys- 
teria. Blood pressure was 180/115. 

Her date of delivery was fixed at June 15th, 
or thereabouts. 

On May 27, 1930, she felt and complained 
to her husband of tenderness over uterus on 
left anterior side. 

At 7:00 A. M., May 28, 1930. while in kitchen 
laughing and joking with family she felt fluid 
begin to trickle, then to gush down her lower 








*By Dr. J. S. DeJarnette and previously published in Bulletin 
of Western State Hospital. 


*Read before the Southwestern Virginia Medical Society, at 
Christiansburg, Va., September 23-24, 1930. 
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limbs. She immediately fell to the floor and 
was allowed to remain there for several minutes 
while they’ sent for me. 

Examination showed dilatation somewhat 
larger than a quarter, admitting two fingers, 
a dilatation that was noted sixty days before. 
Fetal head was in position and around head 
close to cervix could be felt a soft slick mass, 


which proved later to be a blood clot. Diag- 
nosis of placenta praevia was made, Patient 


minutes ljater, when the 
External bleeding was 
Pulse 120; respiration 


was examined five 
liagnosis was doubted. 
stopped by packing. 
22. 

Patient had lost probably three pints of 
blood or more and was showing effects of it. 

She was carried to hospital at 8:30 in am- 
bulance. Small cots were expelled on way there. 
Put to bed at 9:00 A. M., complaining of pain 
in abdomen. Given ceramine, 1 c¢.c., and 
caffeine sodio-benzoate, amp. 1, at this time 
and again at 10:00 and 10:30. 

At 11:00 A. M., she was given glucose in- 
travenously; pulse 120; respiration 28; temp. 
97° ax. Digalen and caffeine were given. 
Nauseated and vomiting; large amount of va- 
ginal bleeding at 12 noon. 

At 1:00 P. M., she was taken to operating 
room. Ether anesthesta was administered. 
Cervix was manually dilated by Dr. W. C. 
Caudill, during which much dark blood 
exuded. Version done, A still-born male child 
was delivered—weight seven pounds.  Pla- 
centa followed at once, accompanied by about 
three quarts of dark blood and clots. A pitui- 
tary ampule was given at once, also 2 ¢.c. of 
digalen and ten minim: of adrenalin. Patient 
was in cold sweat, and was almost pulseless, 
extreme shock, one might say. Glucose was 
given at 1:45 P. M.: at 5:10, unable to count 
pulse. Respiration shallow. Taken to operat- 
ing room for blood transfusion, Nauseated and 
vomiting at frequent intervals for seven days. 

At 3:40 P. M., May 30th, she was given an- 
other transfusion. Continued vomiting. 

On June Ist, glucose was given intrave- 
nously. Codeine was given for rest. Caffeine 
was administered every six or seven hours for 
several days, followed by digitalis by mouth 
until discharged from hospital. 

On the fourth day she developed a severe 
diarrhea which continued for six days, thus 
considerably diminishing her chances for re- 
covery. 
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Patient ran a temperature from normal to 
106, with a pulse up to 150. Sapremia par- 
tially caused by pyelitis and diarrhea also com- 
plicated. Returned home on June 20th, and 
has continued to improve until now she is in 
best health for years. 

Examination of placenta showed two dis- 
eased areas—one about 10 cm. in diameter, the 


other about 4 ¢.c, in diameter. Coagulated 
blood also showed in the villi and there was 


evidence of separation of some several hours. 

We attribute the patient’s ability to go so 
long between the time of placental separation 
and delivery to the fact that the child’s head 
was in the cervix, plus contniued contraction 
of the uterus, which, to an extent, controlled 
hemorrhage. 





A REACTION FOLLOWING PHENOL- 
SULPHONEPHTHALEIN 
INJECTION.* 

By W. S. L. MCMANN, M. D., Richmond, Va. 

The following case is reported because it ap- 
pears to be unusual and possibly of some clini- 
cal significance. 

EK. C., was admitted to the hospital July 
23, 1930, with a diagnosis of gonorrhea com- 
plicated by suppurative inguinal adenitis. The 
glands on each side were enucleated. The 
post-operative course was normal. Early on 
the morning of the 25th, 1 ¢.c. of phenolsul- 
phonephthalein solution was given intraven- 
ously for a routine renal function test. Im- 
mediately the patient sneezed several times, 
his face became flushed, he was dyspneic and 
complained of tingling all over his body. 
Typical urticarial wheals appeared, following 
the course of the intercostal nerves as if 
tattooed. The patient had a marked fear of 
impending death. There was no reaction at 
the site of injection, The patient was normal 
in a half hour. 

ComMment.—A few hours before, the patient 
had complained of numbness in his feet but 
this is most likely irrelevant. 

Nothing in the past history gave any clue as 
to the cause of this reaction, There had been 
no asthma nor any sensitiveness to any drug. 
He had not been taking any phenolphthalein 
laxative. Ten days before, the patient 
had been given 20 ¢.c. of a 1 per cent mer- 
curochrome solution intravenously, and four 
days before, this dose had been repeated. After 


as a 


*Stuart Circle Hospital, Department of Urolozy. 








682 


each injection, as was expected, he had a severe 
chill, a rapid rise of temperature and profuse 
perspiration. This, however, quickly sub- 
sided. 





PREGNANCY WITH COMPLICATIONS— 
PREMATURE RUPTURE OF MEM- 
BRANES; FRANK BREECH PRESENTA- 
TION; EPISIOTOMY; VAGITUS UTERI- 
NUS; HEMATOMA OF PERINEUM. 

By DANIEL H. BESSESEN, M. D., Minneapolis, Minn. 

The patient, a married woman of twenty- 
one, living without worry or anxiety in com- 
fortable surroundings, came to the clinic for 
her first pregnancy at- approximately five 
months’ gestation. She had started her menses 
regularly every twenty-eight days at seventeen 
years, without pain, or discharge. The last 
period was April 27, 1929. 

She had been an unusually well person, hay- 
ing suffered none of the usual childhood dis- 
eases with the exception of measles, and aside 
from a fracture of the clavicle at ten years of 
age, had no ill health. 

Physical examination showed a well de- 
veloped, well nourished young woman with 
normal organs and a uterus enlarged with 
five months’ fetus. This was larger by several 
months than the history would indicate. 

On December 16, 1929, the patient, while 
crossing a street, stepped in a hole and fell. 
She boarded a street car, attended a theatrical 
performance, and while there noticed some 
fluid coming away. When she arrived home 
she was wet again and went directly to bed. 
There was still a slight showing in the morn- 
ing, less than the night preceding, though 
there was no pain in the back, uterus, blad- 
der or anywhere else. It was believed that the 
membranes had ruptured and the patient was 
kept in bed, resting quietly. There was a pos- 
sible chance for recovery because of the ap- 
parent fulness of the uterus and the fact that 
the fluid diminished in amount. 

At 5:00 A. M. on December 27, 1929, the 
patient went into labor, and was taken to 
Asbury Hospital at 7:30. The body of the 
child lay in sacrum right anterior position 
with the buttock directly over the pelvic out- 
let. The buttock was pushed up and the feet 
brought down when dilatation was complete. 
After this maneuver, the fetal heart slowed to 
80 and it was thought best to extract immedi- 
ately. Breech extraction was easy with the 
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small child and deep left episiotomy. ‘Th: 
child’s body was held over the pubes by the 
assistant, the perineum was depressed by th» 
nurse. The child breathed at the perine:|! 
level, while the head was still in the vagin:, 
one minute and fifteen seconds after the pas: 
ing of the cord over the pelvic floor. Delivery 
was completed by three minutes and thirty 
seconds. Air was present in the uterus during 
delivery, and was expressed with the contrac- 
tion of the uterus and delivery of the placenta. 
Following delivery of the patient there ap- 
peared on December 30th, a large ecchymosis 
or hematoma—a subcutaneous hemorrhage in 
the right perineum. The patient’s condition 
remained good, with slightly rising tempera- 
ture each day to 100.0—100.4°. The hema- 
toma was incised on December 31st, and much 
soft blood expressed. A hot compress was ap- 
plied. The wound drained sanguineous fluid 
for a few days and then closed promptly. 
The rupture of membranes usually leads to 
loss of the child if it occurs before viability, 
and to prematurity with the viable child. Oc- 
casionally, when the rupture is small and ap- 
pears high in the cavity of the uterus, it may 
be sealed and the pregnancy continue unin- 
terrupted. The escape of even a moderate 
amount of fluid will cause labor to start. 
The frank breech presentation is a difficult 
position for the mother to deliver unaided. 
It is made much easier by converting it into 
a single or double footling when dilatation is 
complete. At this time, if the mother is al- 
lowed to arouse from the anesthesia, the de- 
livery is rapid, without much danger of in- 
jury to either mother or child. 
Any obstetrical case, whether operative or 
non-operative, should receive vaginal steriii- 


zation, This may be done with one of three 
drugs: mercurochrome, hexylresorcinol or 


merthiolate. The use of vaginal sterilization 
will reduce morbidity from infection at least 
50 per cent, and when infection does occur, it 
is commonly less severe, 

Vagitus uterinus—air in the uterus 
occur with rupture of the membranes or it 
may have been due in this case to the presence 
of the hand in the perineum, allowing the air 
free access to the child’s mouth as it lay within 
the pelvis above the perineum. It is impor- 
tant as a factor of puerperal infection and con- 
stitutes another reason for utilizing vaginal 
sterilization in the always possibly infected 
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obstetrical field,—another importance of vagi- 
tis uterinus is from the medico-legal stand- 
point. With air in the uterus, it is possible 
for the child to breathe several hours or even 
days before delivery and then be born alive 
or dead. 

The hematoma of the right perineum was 
probably due to rupture of the levator ani 
muscle through its fibers or through its at- 
tachment at the arcus tendineus. Other 
muscles or their origins or insertions may have 
been at fault but the most likely point of in- 
jury would be those mentioned. Tacerations 
of the cervix or perineum depend upon three 
activating principles; first, the downward 
force of the birth product; second, the di- 
lating mechanism; third, the evagination of 
the uterine mucosa and vaginal mucosa. Any 
or all of these powerful forces may be respon- 
sible for tears—though the very position and 
direction of tears may lead to recognition of 
the causative mechanism. 

The elevation of temperature is hard to ac- 
count for. The healing of the perineum was 
prompt, both the episiotomy and hematoma 
incision closed without the appearance of in- 
fection. The blood with its absorption may 
‘ause fever. However in the presence of opera- 
tive manipulation, with air in the uterus, and 
lacerations and hematoma the picture is ex- 
tremely complicated and difficult of interpre- 
tation. The application of vaginal steriliza- 
tion may be preventive in many cases of other- 
wise severe puerperal infection. In this case, 
the infection might have been much more 
violent had it not been for the sterilizing ac- 
tion of the antiseptic in the vagina. 

The final outcome was quite satisfying. The 
mother and premature baby both convalesced 
splendidly with very definite progress before 
leaving the hospital on the twelfth day, post- 
partum. 


Medical Arts Building. 





Miscellaneous 


White House Conference on Child Health 
and Protection. 

The White House Conference, composed of 
over 1200 National Leaders in Public Health, 
Education and Public Welfare, met in Wash- 
ington. D. C., November 19-22, 1930, at the re- 
quest of President Hoover to report and dis- 
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cuss the findings which have taken them more 
than a year to compile. This large group of 
workers, all holding responsible positions, have 
given their vacations, Sundays, evenings, and 
every spare moment, without compensation, in 
order to make the surveys necessary to make 
such a comprehensive report at this meeting. 
Dr. Ray Lyman Wilbur, Secretary of the De- 
partment of Interior, Chairman of the Con- 
ference, presided at all general sessions of the 
3.000 delegates in attendance, and gave the 
final summary as follows: 

Every American child has the right to the 
following services in its development and pro- 
tection: besides the paramount right to be un- 
derstood : 

1. Every prospective mother should have 
suitable information, medical supervision dur- 
ing the prenatal period, competent care at con- 
finement. Every mother should have post- 
natal medical supervision for herself and 
child. 

2. Every child should receive periodical 
health examinations before and during the 
school period including adolescence, by the 
family physician, or the school or other pub- 
lic physician, and such examination by special- 
ists and such hospital care as its special needs 
may require. 

3. Every child should have regular dental 
examination and care. 

4. Every child should have instruction in 
the schools in health and in safety from ac- 
cidents, and every teacher should be trained 
in health programs. 

5. Every child should be protected from 
communicable diseases to which he might be 
exposed at home, in school or at play, and pro- 
tected from impure milk and food. 

6. Every child should have proper sleeping 
rooms, diet, hours of sleep and play, and par- 
ents should receive expert information as to 
the needs of children of various ages as to 
these questions. 

7. Every child should attend a school which 
has proper seating, lighting, ventilation and 
sanitation. For younger children, kindergar- 
tens and nursery schools should be provided 
to supplement home care. 

8. The school should be so organized as to 
discover and develop the special abilities of 
each child, and should assist in vocational 
guidance, for children, like men, succeed by 
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the use of their strongest qualities and special 
interests. 

9 Every child should have some form of 
religious, moral and character training. 

10. Every child has a right to a place to 
play with adequate facilities therefor. 

11. With the expanding domain of the com- 
munity’s responsibilities for children, there 
should be proper provision for and supervision 
of recreation and entertainment. 

12. Every child should be pretected against 
labor that stunts growth, either physical or 
mental, that limits education, that deprives 
children of the right of comradeship, of joy 
and play. 

13. Every child who is blind, deaf, crippled 
or otherwise physcially handicapped should be 
given expert study and corrective treatment 
where there is the possibility of relief, and ap- 
propriate development or training. Children 
with subnormal or abnormal mental conditions 
should receive adequate study, protection, 
training and care. 

14. Every waif and orphan in need must 
be supported. 

15. Every child is entitled to the feeling 
that he has a home. The extension of the 
services in the community should supplement 
and not supplant parents. 

16. Children who habitually fail to meet 
normal standards of human behavior should 
be provided special care under the guidance 
of the school, the community health or wel- 
fare center or other agency for continued sup- 
ervision or, if necessary, control. 

17. Where the child 1o0t have 
services, due to inadequate income of the 
family, then such services must be provided to 
him by the community. 

18. The rural child should have as satisfac- 
tory schooling, health protection and welfare 
facilities as the city child. 

19. In order that these minimum protec- 
tions of the health and welfare of children 
may be everywhere available, there should be 
a district, county or community organization 
for health education and welfare, with full- 
time officials, coordinating with a state-wide 
program which will be responsive to a nation- 
wide service of general information, statistics 
and scientifie research. This should include: 

(a) Trained full-time public health officials 
with public health nurses, sanitary inspection 
and laboratory workers. 
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(b) Available hospital beds. 

(c) Full-time public welfare services fc: 
the relief and aid of children in special nee | 
from poverty or misfortune, for the protectio: 
of children from abuse, neglect, exploitation or 
moral hazard. 

(d) The development of voluntary organ 
zation of children for purposes of instruction, 
health and recreation through private effout 
and benefaction. When possible, existing 
agencies should be coordinated. 

It is the purpose of this Conference to e¢s- 
tablish the standards by which the efficiency 
of such services may be tested in the commu- 
nity and to develop the creation of such ser) 
ices. These standards are defined in many par- 
ticulars in the Reports of the Committees of 
the Conference. The Conference recommends 
that the Continuing Committee to be appointed 
by the President from the Conference shall 
study points upon which agreement has not 
been reached, shall develop further standards, 
shall encourage the establishment of services 
for children, and report to the members of 
the Conference through the President. 


THE MAN BEHIND THE SMILE 


I don’t know how he is on creeds, 
I never heard him say; 

But he’s got a smile that fits his face 
And he wears it every day. 


If things go wrong he won't complain, 
Just tries to see the joke; 

He’s always finding little ways 
Of helping other folk. 


He sees the good in everyone, 
Their faults he never mentions; 
He has a lot of confidence 
In people’s good intentions. 


You soon forget what ails you 
When you happen ’round this man, 
He can cure a case of hypo 
Quicker than the doctor can 


No matter if the sky is gray, 
You get his point of view; 
And the clouds begin to scatter, 
And the sun comes breaking through. 


You'll know him if you meet him, 
And you'll find it worth your while, 
To cultivate the friendship of 
The “Man Behind the Smile.” 


—WSelected. 
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President’s Message 


The Medical Society of Virginia is both a 
scientific and a business organization, and 
both of these functions are devoted solely to 
They 
are entirely separate, and yet mutual in their 
aims and results. 


the interests of the medical profession. 


to all the 
affairs of the Society 
are entrusted to its House of Delegates, com- 


The scientific sessions are open 


members, but the business 


posed of representatives chosen from each com- 
ponent county Society in the State, and thus, 
while there is only one meeting annually, vet 
the work of the Society between annual ses- 
sions is being administered continuously by 
committees, both Standing and Special, selecte:| 
by the House of Delegates, and appointed an- 
nually by the President. 

This of of 
through committees gives opportunity to a 


arrangement division labor 


large and increasing number of the members 
to serve the Society, and next to the Council- 
ors, their duties are the most important, and 
certainly, the most representative of all of the 
Society's interests and activities. Believing 
that a better idea of the number and diversity 
of these various agencies and their specific 
work can be realized by grouping these com- 
mittees, which are executive in character, they 
are herewith given, and the personnel of each 
may be seen elsewhere in this issue under the 
“Proceedings of Societies.” 

These Committees are as follows: 

STANDING CoMMITTEES 

1. The Committee on Scientific Work and 
Clinics; 

2. The Committee on Legislation and Pub- 
lic Health; 

3. The Committee on Publication and Pro 
gram; 

t. The Medical Economics Committee ; 

5. The Committee on Medical Education 
and Hospitals; 


6. The Membership Committee; and 
7. The Committee on Ethics and Judiciary. 


SpeciaL CoMMITTEES 
1. The Walter Reed Commission; 
2. The Committee on Maternal Welfare; 
3. The for of the 
Training of X-ray and Clinical Laboratory 
Technicians; 


Committee Reeulation 


4. The Library Committee ; 

5. The Committee on History of Medicine 
in Virginia; 
3. The Child Welfare Committee; 

7. Department of Clinical Education (with 
the 


Advisory Board) ; 
8. Committee on Group Societies: 
9. The Public 
and County; 
10. Military Affairs and National Defense 
Committee ; 
11. 
12. The Committee on Mental Hygiene; 
13. The 
Auxiliary, 
14. 


ister 


Relations Committee, State 


The Committee on Tuberculosis Clinics: 


Advisory Board to the Woman's 
and 

Committee of Ex-Presidents to Admin- 
Trust Fund for Post-Graduate Clinical 
Education. 

It is requested that members of the various 
committees cooperate with the Chairman of 
any designated committee, and give him the 
benefit of their best judgment and service. 

Constructive sugzestions by members of the 
Society as to the special work of any com- 
mittee will, also, be most acceptable, and may 
be addressed to the Chairman of any one of 
the above named committees. 

All of the committees have been assigned 
special work by the Society, and a report of 
the activities of each will be read at the an- 
nual meeting. 

J. Attison Hopcers, M. D., President, 


Medical Society of Virginia. 








VIRGINIA MEDICAL 


MONTHLY 


[January 


Department of Clinical Education 


OF THE MEDICAL SOCIETY OF VIRGINIA 


Annual Meeting. 

The Advisory Board composed of the mem- 
bers of the Committee on Scientifie Work and 
Clinics and the Committee on Medical Educa- 
tion and Hospitals held a joint meeting with 
the Department of Clinical Education at the 

‘office of Miss Agnes Edwards, Secretary of the 
Medical Society of Virginia, in Richmond, on 
December 11th. All members of these Com- 
mittees were present with two exceptions. 
Dr. J. Allison Hodges, President of the Medi- 
cal Society of Virginia, and Dr. W. T. Sanger, 
President of the Medical College of Virginia, 
also attended the meeting and took active part 
in the discussions. 

After due consideration the same members 
were selected to serve again in the Depart- 
ment of Clinical Education, Dr. I. C. Harri- 
son, President-elect, becoming Chairman in 
place of Dr. Hodges. It was thought wise not 
to change the personnel at this time because 
of the desire to make use of the experience 
of those already in the work, to help place 
the undertaking on a firm and substantial 
basis. 

Everyone present showed intense interest in 
the work of the Department, and the Chair- 
man feels that with such an able corps of as- 
sistants great progress should be made during 
the year. 

Throughout the past year Dr. Hodges as 
Chairman of this Department has had an ar- 
ticle on this page in each issue of the Mepican 
Monruy, discussing the work of the Depart- 
ment, setting forth his plans for post-graduate 
medical education and appealing for coopera- 
tion to the Councilors of the State Society 
and to the leaders in the various Component 
Societies. 

It will be our policy to carry out the same 
plan with some changes which will, I think, 
add to the general interest of these articles. 
I shall at various times during the year ask 
other members of the Department of Clinical 
Education to contribute short papers giving 
their views on various phases of the work, and 
feel sure this will add materially to the effec- 
tiveness of our whole undertaking. We may 
also from time to time ask specialists to dis- 


cuss the importance of holding clinics in ee 
tain specified diseases. In some cases thes 
may be teachers connected with one of our 
Medical Schools and in others general pra 
titioners or specialists in private practice, | 
feel that this departure will meet with the a) 
proval of the membership of the State Society, 

At a meeting of the House of Delegates in 
Norfolk a motion was adopted asking the De 
partment of Clinical Education and the State 
Health Department to evolve a plan for the 
better handling of venereal diseases and sug 
gesting the employment of a full-time health 
officer in the Venereal Disease division, as soon 
as possible. At the meeting of the Department 
of Clinical Education at Richmond on De 
cember 11th, Dr. W. T. Sanger, President of 
the Medical College of Virginia, presented a 
paper with a set of resolutions prepared by 
himself and Dr. Flippin, Dean of the Medical! 
Department of the University of Virginia, 
bearing on better plans for the handling of 
prenatal and postnatal cases throughout the 
State. There is a like need for special efforts 
in other departments of medicine too numerous 
to mention at this time. 

I wish to call special attention to this pa- 
per of Dr. Sanger’s, which was heartily en- 
dorsed by the membership of the Department 
of Clinical Education. Every member of the 
Medical Society of Virginia should read this 
paper. The statistics contained in it bearing 
on infant and maternal mortality are startling 
enough to stir every thoughtful physician in 
Virginia to lend a helping hand. 

The Committee suggested by Dr. Sanger and 
Dr. Flippin has been selected. Definite plans 
will be worked out by this Committee and sub- 
mitted for approval to the two State medical 
schools and to the Department of Clinical 
Education. Dr. Sanger’s paper follows im- 
mediately in this issue of the Virerta Mepr- 
cat Montrutiy. It is sincerely hoped that it 
may be discussed at the meetings of the vari- 
ous county societies. This department will be 
glad to have your reaction and comments on 
the proposed undertaking. 

I. C. Harrison, Chairman, 

President-elect, Medical Society of Virginia. 





t 
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UGGESTED PLAN FOR HANDLING PRENATAL Post- 


NATAL CASES IN VIRGINIA. 


AND 


fo THE DEPARTMENT OF CLINICAL EDUCATION, 
\leDICAL SOCIETY OF VIRGINTA, 

RICHMOND, VIRGINIA. 

GENTLEMEN: 

Last summer a member of the Medical Society of 
Virginia presented to our institution a detailed plan 
for holding prenatal and postnatal clinics in desig- 
nated rural sections of the State with a view to in- 
structing physicians in the newer procedures in this 
important field. He also suggested that he had re- 
quested a gift for this purpose from one of his ac- 
quaintances and asked whether we would cooperate 
should the Medical Society of Virginia indicate a 
like willingness. Now that the Society at its recent 
Norfolk meeting has adopted resolutions of far-reach- 
ing import in behalf of an educational program for 
practicing physicians, including a proposal that State 
funds be secured for this work to be expended under 
the direction of a joint committee representing the 
University of Virginia Medical Department and the 
Medical College of Virginia, I am taking the liberty 
ot referring to the Department of Clinical Education 
this plan for prenatal and postnatal clinics for Vir- 


ginia as submitted to our institution last summer 
with certain recommendations, believing that the 


merit of the plan justifies the consideration of this 
department. It should be remembered that I am 
only the spokesman for this project. 

NeEED.—In 1928 in Virginia 16,327 birth certificates 
were signed by midwives. In one county it is re- 
ported that only one out of five deliveries was con- 
ducted by physicians and that such conditions pre- 
vail elsewhere. It is indicated that in some rural 
sections, as well as in many cities and towns, little 
scientific care is being given to prenatal and post- 
natal cases for whom practicing physicians are re- 


sponsible. This is thought to be largely due to the 
fact that many physicians graduated over twenty- 


five years ago and at that time almost no clinical 
experience in prenatal or gynecological work was 
given by the medical schools. Furthermore, the 


offices of many physicians are not equipped to make 


prenatal or postnatal examinations As a result 
of these conditions thousands of mothers in Vir- 
ginia are semi-invalids and nervous wrecks. Many 


are without hope of recovery and many more who 
do hope to be cured are spending all they possess 
on sedatives and quacks. 

PURPOSE oF CLINIcs.—The purpose of the proposed 
clinics is to instruct physicians in prenatal and post- 
natal care and to encourage mothers to see physi- 
cians before and at least once after delivery. 

TYPE OF CLINic.—It has been recommended that 
these clinics be held in the physicians’ offices, when 
requested, in the morning, for one physician and 
in the afternoon for another whenever possible. At 
certain times and places clinics might be held for 
groups of physicians. Patients for the clinics are 
to be secured on the recommendation of the physi- 
cian and local midwives. 

PERSONNEL ReEQUIRED.—At least one whole-time 
clinician with teaching ability and a field nurse or 
perhaps two field nurses, will be required as a 
minimum. ‘The size of the staff will necessarily de- 
pend upon the funds available. 

METHOD OF PROCEDURE.—Should the Department of 
Clinical Education consider this plan favorably, or 
suggest a better plan, and if the University of Vir- 
ginia and the Medical College of Virginia then ap- 
prove, it is suggested that a committee of six be 
created, two appointed by the Department of Clinical 
Education of the State Society and two each by the 
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University of Virginia and the Medical College of 
Virginia. This committee will be charged with work- 
ing out plans and policies of the Joint Medical Ex- 
tension Service of the University of Virginia and 
the Medical College of Virginia, the Medical Society 
of Virginia cooperating. It is understood that the 
first and immediate function of this committee would 
be to complete an organization and formulate 
definite plans for establishing the prenatal and post- 
natal clinics suggested in this memorandum. It is 
further suggested that the committee have all of 
its plans and policies approved prior to recommend- 
ing their execution by the Department of Clinical 
Education, the University of Virginia, and the Medi- 
cal College of Virginia. It is assumed, moreover, 
that the committee mentioned above in working out 
its plans will wish to use to the full the Department 
of Clinical Education and the membership of the 
Medical Society of Virginia in executing any and 
all projects adopted for service to the State in this 
work of graduate education. 

Such a jo:nt medical extension service has pre- 
viously been considered by the University of Vir- 
ginia and the Medical College of Virginia in another 
connection and such a suggestion is offered, by im- 
plication at least, in paragraph four of the resolu- 
tions adopted at the Norfolk meeting of the State 
Society for extending the work of educating prac- 
ticing physicians. 

It is fully recognized by the friends of this pro- 
posal for prenatal and postnatal clinics that it 
must have the enthusiastic approval and active sup- 
port, if put in operation, by the Medical Society of 
Virginia through its Department of Clinical Educa- 
tion. It is doubtful whether the University of Vir- 
ginia or the Medical College of Virginia would be 


inclined to consider this proposal further unless 
backed at every step by the State Society. Speaking 


for our. institution, I can say without hesitation that 
this is true. Furthermore, it is my personal view 
that whenever the joint State medical extension 
service is set up, on its executive committee, the 
State Society should be represented. Because of 
this conviction, I have suggested such representa- 
tion in the plan outlined above. 
Respectfully submitted, 
W. T. SANGER, 
President, Medical College of Virginia. 





SCHEDULED PROGRAMS OF NORFOLK CouNTYy MEDICAL 
SOCIETY. 
Vonday, January 12, 1931—SeEcTION ON SURGERY. 
Symposium on Pathological Conditions of the Up- 
per Abdomen: 
Diagnosis and Medical 
Fitchett. 
X-Ray Diagnosis, Dr. L. F. Magruder. 
-athological Diagnosis. Dr. L. J. Motyca. 
Operative Procedures. Dr. C. C. Smith. 
Monday, January 19, 1931—SEcTION ON MEDICINE: 
Coronary Occlusion, with report of two cases. 
Dr. C. Lydon Harrell. 


Treatment. Dr. M. S. 


Electrocardiographic Results in Coronary Dis- 
ease. Dr. F. C. Rinker. 
Thursday, January 22, 1931—SectTion oN Eye, Ear, 


NOSE AND THROAT: 
Report of the Results of Iridotasis in 14 Cases 
of Chronic Glaucoma. Dr. B. R. Kennon. 
Monday, January 26, 1931—SkEcTION ON PEDIATRICS: 
The Challenge of the Physically Defective Child. 
Dr. Franklin D. Wilson. 
Present Status of Acute Chorea. 
Redwood. 


Dr. Frank H. 


Members of the State Society are always welcome 
at these meetings. 
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Woman’s Auxiliary, 
to the 


Medical Society of Va. 


New Secretary of the Auxiliary. 

Mrs. James K. Hall, Richmond, has accepted 
the position as secretary of the Woman’s Aux- 
iliary to the Medical Society of Virginia, for 
the next two years, to carry on the excellent 
work which has been done by Mrs. Joseph 
Bear, also of Richmond, during Mrs. F. W. 
Upshur’s term of office as State president. 

Mrs. J. Allison Hodges, Richmond, succeeded 
to the presidency of the State Auxiliary at the 
Norfolk meeting. With the acceptance by Mrs. 
Hall, the list of officers as published in the 
Auxiliary Department in the December issue 
of the Monruty, is now complete. 


Report From the Annual Meeting of the 

National Auxiliary. 

As the report presented by our delegate to 
the Woman’s Auxiliary of the American Medi- 
cal Association at its Detroit meeting has so 
much of interest, we take pleasure in present- 
ing it in full in our Department for this 
month: 


MADAM PRESIDENT AND MEMBERS OF THE WOMAN'S 
AUXILIARY TO THE MEDICAL Socrety OF VIRGINIA: I 
am deeply sensible of the honor bestowed upon me 
by our President in appointing me a Delegate from 
this State to the Woman’s Auxiliary to the Ameri- 
can Medical Association. It was such a delightful 
inspirational meeting that I wish you might all 
have been there. 


It was the eighth annual meeting of the Woman’s 
Auxiliary to the American Medical Association, and 
it was held in Detroit, June 23-26, with headquar- 
ters at the Tuller Hotel. There were 413 members 
present, including eighty-five Delegates. While this 
was the smallest in number of our national meet- 
ings, it was conceded to be the most interesting 
and most constructive of all. 

The President, Mrs. Hoxie, Kansas City, Mo., pre- 
sided. The address of welcome was made by Mrs. 
Elmer L. Whitney, President of the Auxiliary to 
the Wayne County Medical Society, who reminded 
us that the object of the Auxiliary is SERVICE, ex- 
pressed by creating a better feeling between the 
layman and the profession and by working out an 
intensive health program. 

The response was made by Mrs. John McReynolds, 
Dallas, Texas, ex-president of the Woman’s Auxiliary 
to the American Medical Association, and founder 
of the first County Auxiliary, which was inaugu- 
rated in her State of Texas. 

Mrs. McReynolds impressed upon us that every 
local Auxiliary should shoulder the responsibility 
of settling its own problems. hat for its contin- 
ued success it must have a Sccial, Phk:!anthropic, and 
Educational program. She impresse? upon us that 
the choice of officers is most important, saying that 
an indifferent President makes an indifferent Aux- 
iliary. She strongly counclied the Auxiliary not 
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to enter into medical politics, saying that that 
the rock upon which the Auxiliary can break | 
pieces. She said also the safeguard of the Auxi 
iary is its Advisory Council, composed of from thr« 
to five physicians, men who believe in the Auxiliar) 
and who will display justice and sympathy towards 
it 


The Treasurer reported a bank balance of $1,544.8' 
Many dues are delayed because of varying dates of 
fiscal years in the several States. While there was 
a listed membership of 12,100, but 9,995 memberships 
were paid up to date. 

A request was made that State Treasurers write 
“Treasurer” under their names when they write r 
ceipt slips. 

Three of the Resolutions passed had te do with 
finance: 

RESOLVED, That all State Treasurers be instructed 
to pay their National dues the last day of the fiscal 
year of their respective State Auxiliaries. 

RESOLVED, That in future, State Auxiliaries pay 
an initiation fee of $5.00 in order to obtain repre- 
sentation at their first National Convention, there- 
after paying full dues at the close of their fiscal 
years, as heretofore provided. 

WHEREAS, The annual meeting of the Woman's 
Auxiliary to the American Medical Association is 
always a great inspiration and stimulation to those 
in attendance, be it resolved that the component 
State Auxiliaries be urged to make possible the at- 
tendance of their President or President-elect, by 
payment of all or part of their expenses. 


The Chairman of Organization exhibited an Aux- 
iliary book; a similar one was recommended for 
each of the States. It contained first a map of the 
State, then everything of interest pertaining to the 
Auxiliary in that State. In her report she showed 
thirty-seven States organized. She said women 
should be urged to join these organizations. If 
any one wished to join the Auxiliary and there was 
no Auxiliary near, she should be asked to become 
a member at large. She asked that before sending 
in reports. the Secretary’s and Treasurer’s report be 
compared, as there have often been discrepancies 
beiween tiie two. She asked that there might be 
sent in )ists of names arranged alphabetically and 
made out. properly—“Mrs. John Smith” as recorded 


in the American Medical Association, not “Mrs. 
Mary Smith.’ A request was made that names of 
office:+, of the last election of State Auxiliaries be 


sent .o the Secretary of the A. M. A. She stressed 
answering letters promptly, especially every woman 
accepting office in the organization. She said “do 
work assigned to you even though you don’t clearly 
see the pu pose of it. Remember that a crazy quilt 
is a work of art.” 


The report of the President, Mrs. George M. Hoxie, 
was most inspirational. She told us that the 
Woman’s Auxiliary must no longer organize to be 
organized, but it must organize only for a purpose. 
She urged that it be not organized in States where 
the State Medical Society is not interested in it. 

She said that security is found in close coopera- 
tion between National Committee Chairmen and 
State Committee Chairmen, and between State Com- 
mittee Chairmen and County Committee Chairmen 
This implies no idea, she said, of National Chair- 
men dictating to State Chairmen or State Chairmen 
dictating to County Chairmen. 

She requested that interesting experiments in 
every Auxiliary be passed on to other Auxiliaries 
so that finally the circulation might be complete 
She reminded us that the National Council is the 
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clearing house of ideas, and in the National Council 
defects are corrected. 

She spoke of help suggestions being prepared for 
all Chairmen, so that what they may do upon tak- 
ing office would be available upon call for any one 
who might ask. 

She earnestly stressed Education, Self-Education, 
Education of the public, the Study Program and the 
distribut.on of Study Envelopes to County Auxilia- 
ries. 

Regarding Education, 
were passed: 

WHEREAS, The Study Envelopes have been enthusi- 
astically commended by the Advisory Council of 
the A. M. A., and 

WHEREAS, Those State Auxiliaries which have used 
them have found them of great value; 

36 1t RESOLVED, That their use be continued, and 
that all State and County Auxiliaries be urged to 
appo.nt Study Program Chairmen, and that these 
Chairmen get in touch immediately with all Presi- 
dents and Presidents-elect of State and County Aux- 
iliaries in order to secure the full advantage of 
their use as program material. 

WuereEas, The Auxiliary Primer issued by the Medi- 
cal Society of the State of New Jersey, is the most 
comprehensive presentation of the aims and ob- 
jectives of this organization, containing as well quo- 
tations from eminent members of both the Medical 
Society and the Woman’s Auxiliary, regard-ng the 
need for a Woman’s organization. 

3E 1T RESOLVED, That the wide use and distribution 
of the Primer be strongly recommended throughout 
our entire membership. 

Mrs. Hoxie also urged that space be given to the 
Woman’s Auxiliary in the Medical Journals. 


the following resolutions 


The Press and Publicity Committee reported that 
the State Medical Journal editors showed remark- 
able interest in the Auxiliary by their eagerness for 
Auxiliary members to become famliar with Public 
Health Education in its latest phases in order that 
they may give other women’s groups accurate in- 
terpretat.on of the views of the Medical Society on 
Health and Medical practice. (A doctor should be 
on each Board of Editors in each State.) Of the 
thirty-two State Medical Journals published, only 
eighteen carry Woman Auxiliary notes. 


The President urged each State to have a Chair- 
man of Education Program. 

All Presidents and Presidents-elect pledged them- 
selves to accept the recommendations of Mrs. E. V 
DePew, Chairman of the Committee on Education 
Program, as follows: 

I. That the Study Envelopes be continued. 

II That Study Program Chairmen contact with 
Presidents elect (or new Presidents) of each county. 

Then fvllowed a discussion of Health Education 
Work. States which had done the following types 
of work discussed their methods and results: 

I. SeL_F-Epucation (Education of own members). 

(a) By Study Programs worked out by the State 
Auxiliaries for the use of County Auxiliaries. 

By Study Programs worked out by the in- 
dividual county for its own use. 

By use of Study Envelopes provided by the 
National Auxiliary. 

II. EpvcatTion oF THE PusLic (by Auxiliary mem- 
bers working through other women’s organiza- 
tions). 

(a) By Study Programs. 

(b) By Educational addresses. 

(c) By Educational films. 


(b) 


(c) 
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III. COOPERATION WITH STATE AND LOcAL HEALTH 
AGENCIES IN HEALTH KDUCATION WORK. 
IV. isMPROVEMENT OF HEALTH EDUCATION IN THE 
PUBLiC SCHOOLS, 
(a) sy better education of teachers. 
(b) By the increased use of Hygeia. 
V. Stupent LOAN FUwNps. 
A report of the various phases of work in the 


Auxiliaries was given: 

The Student Loan Fund of Arkansas ass:sted six 
students through medical school. 

Mrs. Walter Freeman, of Pennsylvania, reported 
County Health Work under the direct guidance of 
the Siate Health Department, emphasizing among 
other things, periodic health examinations, and clean 
water supplies. She said the most common defect 
in pre-school children’s work is with the teeth, diph- 
theria prevention, and nutrition. She suggested giv- 
ing the name and address of the proper phys.cian 
and nurse to those who need attention, otherwise 
many do not know to whom to go. Many know 
nothing of dentists. Persuade parents to have teeth 
attended to. See how you can gather up the chil- 
dren from the coiners of the town. She told the 
Auxiliary that Preventive Health work does not 
take bread from the family of the physic-an. 


In North Dakota the Board of Health 
an Auxiliary. 


asked for 


Cooperation of the State Auxiliary with the Min- 
nesota Public Health Association, in the fight against 
Tuberculosis, was reported. The Board of Health 
there says it could not get along without the Aux- 
iliary. 





In Missouri, Study Envelopes on Prevention of 
Physical Defects have been placed with 800 Parent- 
Teacher Associations. 

In one county in Missouri a Public Health nurse, 
trained in Educational methods, was employed to 
work in the rural schools, teaching the teachers 
how to teach Health. The nurse found in one class- 
room forty pupils, with the room unventilated and 
the teacher with a well developed case of tubercu- 
losis, and a boy in the room with pneumonia. The 
nurse had the room closed. 

Warren County, Miss., reported as one of its pro- 
jects a Study Course in National, State and County 
Health Laws and the Study Envelopes sent out by 
the National Auxiliary. 

One county reported giving $500.00 to the doctor’s 
library for the purpose of having books rebound. 

Mrs. Bunce, Chairman of the Committee on Press 
and Publicity, in her erport, said that there should 
be printed in the Medicai Journals, with the other 
men’s committees, a list of the names of the doctors 
serving on the Advisory Board. She called atten- 
tion to the fact that not one Journal has at present 
this information printed. She urged the reading 
of the Journals by members of the Auxiliary, that 
we might make the medical problems ours, and be 
able to discuss intelligently the medical problems in 
clubs, where a physician’s wife should be on every 
board. In regard to this, the following resolution 
was passed: 

WHEREAS, Parent-Teacher Associations, Federated 
Clubs, the League of Women Voters, and the Aux- 
iliary to the American Legion and other similar 
organizations are influential in their various civic 
and educational capacities. 

Be 1T RESOLVED, That the Auxiliary to the Ameri- 
can Medical Association urge upon its component 
State Auxiliaries the advisability of participation 
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through individual membership in the various activi- 
ties of the aforementioned organizations, with a 
special view (1) to the promotion of their health 
progiams, and (2) to the cooperation in the Public 
Health projects of their Boards of Health. 


The excellent report of Mrs. A. B. McGlothlan, 
Chairman of the Committee on Hygeia, showed much 
activity on the part of that committee. She re- 
ported 7,500 paid circulation to date, with 8,500 
actual circulation to date. 

Hygeia is the best Health Magazine published, it 
being the official health organ of the American 
Medical Association. 

A resolution was passed that the Hygeia Commit- 
tee be instructed to leave to the discretion of local 
Auxiliaries the advisability of soliciting individual 
subscriptions, but that we continue to push Hygeia 
as an instrument of Health Education by realizing 
funds from benefit entertainments or otherwise and 
by applying those funds to the purchase of sub- 
scriptions to be presented to teachers, libraries, 
legislators, and other groups, and that we continue 
to acquaint other women’s organizations, leaders of 
youth, superintendents of schools, ete., with the 
magazine. 

It was suggested that articles of specific interest 
be marked and submitted to the leaders of these 
organizations. 

Mrs. Hoxie said that it was time the State Aux- 
iliaries got on the program with the Board of Health. 
She suggested going to the Board of Health and 
asking how we might be of use, instead of telling 
them what to do. 


One of the outstanding addresses of the Conven- 
tion was that of Dr. Chas. H. Mayo. He, too, em- 
phasized the need of Public Health Education. He 
spoke of the opportunity afforded the Auxiliary to 
render valuable aid to the profession by properly 
presenting its aims and accomplishments. He said 
education depended more upon women than upon 
men in a community. He advocated as of greater 
importance, the education of children rather than 
of the adult. Then he said, “The only way any of 
us can pay for our education is by passing it on to 
someone else.’ He added, “give back to the world 
more than you have received from it in education 
. but Auxiliary members must first correctly 
inform themselves before attempting to teach 
others.” 

The General Business Meeting closed with the elec- 
tion of the following officers for the year 1930-1931: 

President—Mrs. J. Newton Hunsberger, Norris- 
town, Pa. 

President-elect—Mrs. A. B. McGlothlan, St. Joseph, 
Mo. 

Vice-Presidents-—-Mrs. Southgate Leigh, Norfolk, 
Va.; Mrs. Jas. W. Blake, Hopkins, Minn.; Mrs. C. W. 
Mrs. Jas. W. Blake, Hopkins, Minn.; Mrs. C. W. 
Garrison, Little Rock, Ark.; Mrs. Jas. F. Percy, 
Los Angeles, Cal. 

Treasurer—Mrs. Fred L. Adair, Chicago, II. 
elected). 

Recording Secretary—Mrs. 
Louisville, Ky. (Re-elected). 

Corresponding Secretary—Mrs. H. C. Podall, Nor- 
ristown, Pa. ‘ 

Directors for one year—Mrs. Geo. H. Hoxie, Kan- 
sas City, Mo.; Mrs. Allen M. Bunce, Atlanta, Ga.; 
Mrs. Chas. E. Sears, Portland, Ore.; Mrs. G. Henry 
Mundt, Chicago, II. 

Directors for two years—Mrs. Basil L. Connelly, 


(Re- 


A. T. MeCormack, 
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Detroit, Mich.; Mrs. Ephriam R. Mulford, Burli.g¢- 
ton, N. J.; Mrs. Frank W. Cregor, Indianapolis, | 
Historian—Mrs. S. G. Red, Houston, Tex. 
Following the installation of the 1930-1931 Pr: si- 
dent, a Post-Convention Board meeting was h 
Mrs. Hunsberger presiding. 


In telling you about the social side of the ( 
vention, I am taking the liberty of quoting Mrs 
T. McCormack, from her excellent and concise ac- 
count of it as given in the August number of 
Kentucky Medical Journal: 


“The entertainment and social program provi 
wide variety, including tea parties, boat rides, si 
seeing trips, a theatre party, health programs 
interpretative dancing, held in the beautiful au 
torium of the New Art Museum. Outstanding per- 
haps, was the annual dinner of the Medical War 
Veterans, at which Dr Aristides Agramonte, of Cuba, 
the sole surviving member of the famous Yellow 
Fever Trio—Carroll, Reed, Agramonte—told the dra- 
matic story of the discovery that mosquitoes carry 
yellow fever. Another delightful occasion was the 
reception of Mrs. Henry Ford, in her rose garden 
at her home in Dearborn. Concluding the festivi- 
ties, was the President’s ball, held at the Statler 
Hotel.” 

Next year the American Medical Association and 
its Auxiliary will meet in Philadelphia. 

Respectfully submitted, 
(Mrs. R. U.) GERTRUDE W. BurGEs, 
Delegate to the Woman's Auviliary, to 
the Amer. Med. Assn. from Virginia. 





Proceedings of Societies 


List of Members of Standing and Special 
Committees of the Medical Society of Vir- 
ginia. 

STANDING COMMITTEES 
Figures after names in Standing Committees indicate 


Each year one new member is named 
for a 


Note: 
length of term of office. 
on each standing committee by the in-coming president, 
term of three years. 


Scientific Work and Clinics: Dr. C. Bruce Morton, 
University, chairman (3); Dr. J. S. Horsley, Jr., 
Richmond, (1); Dr. J. B. Nicholls, Catawba Sana- 
torium, (2). 

Legislation and Public Health: Dr. A. L. Gray, 
Richmond, chairman, (2); Dr. E. G. Williams, Rich- 
mond, (1); Dr. John W. Robertson, Onancock, (3). 

Publication and Program: Dr. Alex. G. Brown, 
Richmond, chairman (1); Dr. John H. Neff, Univer- 
sity (2); Dr. R. L. Payne, Norfolk (3). 

Medical Economics: Dr. John O. Boyd, Roanoke, 
chairman (1); Dr. Malcolm H. Harris, West Point 
(2); Dr. Ernest G. Scott, Lynchburg (3). 

Medical Education and Hospitals: Dr. J. W. Pres- 
ton, Roanoke, chairman (1); Dr. P. St. L. Moncure, 
Norfolk (2); Dr. W. O. Bailey, Leesburg (3). 

Membership: Dr. J. A. White, Richmond, chdair- 
man (1); Dr. Isaae Peirce, Tazewell, (2); Dr. A. W. 
Hammond, Amsterdam* (3). 

Ethics and Judiciary: Dr. James K. Hall, Rich- 
mond, chairman (1); Dr. J. Coleman Motley, Abing- 
don (2); Dr. Joel Crawford, Yale (3). 





*Dr. Hammond was appointed to fill vacancy caused by death 
of Dr, C. F. Rinker. 
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SppcIAL COMMITTEES 

\alter Reed Commission: Dr. E. C. S. Taliaferro, 
Norfolk, chairman; Drs. Clarence Porter Jones, New- 
port News; Greer Baughman, Richmond; H. S. 
Hedges, Charlottesville; James D. Clements, Ordi- 
nary. 
faternal Welfare: Dr. Greer Baughman, Rich- 
mond, chairman; Drs. P. W. Miles, Danville; C. B. 
Bowyer, Stonega; Ruth Mason, Petersburg; F. Bay- 
ard Carter, University. 

Library: Dr. Stuart McGuire, Richmond, chair- 
man; Drs. Frank Hancock, Norfolk; R. M. Wiley, 
Salem. 

History of Medicine in Virginia: Dr. Wyndham 
B. Blanton, Richmond, chaisman; Drs. B. R. Tucker, 
Richmond; F. C. Rinker, Norfolk. 

Child Welfare: Dr. W. P. Jackson, Roanoke, chair- 
man; Drs. Perey Harris, Scottsville; R. T. Hawks, 
Carson; J. H. Hiden, Pungoteague; A. TT’. Finch, 
Chase City. 

For Regulation of Training of X-Ray and Clinical 
Laboratory Technicians: Dr. Wright Clarkson, 
Petersburg, chairman; Drs. J. T. McKinney, Roan- 
oke; E. L. Kendig, Victoria; Charles Phillips, Rich- 
mond; Oscar Swineford, Jr., University. 

Department of Clinical Education: Dr. I. C. Har- 
rison, Danville, chairman; Mr. George W. Eutsler, 
University, executive secretary; Drs. E. G. Wil- 
liams,, Richmond; L. T. Royster, University; Man- 
fred Call, Richmond; Walter B. Martin, Norfolk; 
Cc. B. Bowyer, Stonega; and its Advisory Board, 
compesed of the members of the Committee on 
Scientific Work and Clinics and the Committee on 
Medical Education and Hospitals. 

Group Societies: Dr. Charles R. Grandy, Norfolk, 
chairman; Drs. E. C. S. Taliaferro, Norfolk; G. R 
Joyner, Suffolk. 

Public Relation—State and County: oP: 
Simpson, Purcellville, chairman; Drs. Southgate 
Leigh, Norfolk; Alex. F. Robertson, Jr., Staunton; 
Wade C. Payne, Haymarket; J. Bolling Jones, Peters- 
burg. 

Military Affairs and National Defense: Dr. W. A 
Brumfield, Farmville, chairman; Drs. G. A. L. Kol- 
mer, Salem; Nelson Mercer, Richmond. 

Tuberculosis Clinics: Dr. C. Lydon Harrell, Nor- 
folk, chairman; Drs. W. P. Gilmer, Clifton Forge; 
R. L. Page, Batesville; George H. Steuart, Ottoman; 
W. W. Wilkinson, La Crosse. 

Mental Hygiene: Dr Frank H. Redwood, Norfolk, 
chairman; Drs. James H. Royster, Richmond; A. M. 
Showalter, Christiansburg. 

For Administering Trust Fund for Post-Graduate 
Clinical Education. (This to be composed of last 
five living ex-presidents): Drs. W. L. Harris, Nor- 
folk; J. Shelton Horsley, Richmond; J. W. Preston, 
Roanoke; J. Bolling Jones, Petersburg; Charles R. 
Grandy, Norfolk. 

Advisory Board to Woman's Auziliary: Dr. South- 
gate Leigh, Norfolk, chairman; Drs. J. W. Preston, 
Roanoke; Lawrence T. Price, Richmond. 


Clinical Meeting. 

The South Piedmont Medical Society met 
in Danville, Va., November 25th, for the fifty- 
first stated meeting. Dr. Don Peters, Presi- 
dent, of Lynchburg, presided. The program 
which follows was highly enjoyed and lasted 
from 3:00 P. M. until 10:00, with an hour’s 
intermission for dinner. 

The subject of the symposium was “Diseases 
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of the Ductless Glands.” 
were as follows: 


Those taking part 


“Pediatric Aspect of Diseases of the Ductless 
Glands’”—Dr. Samuel Newman, Danville, Va. 

“Medical Aspect of Diseases of the Ductless 
Glands’”—Dr. D. P. Scott, Lynchburg, Va. 

“Surgical Aspect of Diseases of the Ductless 
Glands.”—Dr. John T. Daves, Danville, Va. 

“Treatmert of Hay Fever’—Dr. W. E. Jennings, 
Danville, Va. 

“Report of Case of Coronary Thrombosis With 
Autopsy’—Dr. E. G. Scott, Lynchburg, Va. 

“Treatment of Carcinoma of the Cervix’’—Dr. 
William Neill, invited guest, Baltimore, Md. 

“Infant Mortality in Lynchburg’’—Mosby G. Per- 
row, Ph. D., and F. O. Plunkett, M. D., Lynchburg, 
Va. 

“Prenatal Care’’—Dr. Bayard 
guest, University of Virginia. 

“Conditions for Removal of Diseased Tansils’’—Dr. 
James R. Gorman, Lynchburg, Va. 

“Whitman’s Reconstruction Operation on the 
Hip’—Dr. Thomas Wheeldon, honorary member, 
Richmond, Va. 

“Intravenous Use of Glucose’—Dr. L. O. Crump- 
ler, Danville, Va. 


Carter, invited 


The attendance at the meeting was between 
seventy-five and eighty. Most of these re- 
mained throughout the evening and listened to 
all the papers, many taking part in these dis- 
cussions. There was a large delegation of 
visitors from Richmond, as well as the usual 
number from Lynchburg, South Boston, Farm- 
ville and the counties of Pittsylvania, Char- 
lotte and Halifax. ’ 

The address of Dr. William Neill, of the 
Kelly Burnham Institute, Baltimore, on the 
“Treatment of Carcinoma of the Cervix” was 
greatly enjoyed. The Society passed a resolu- 
tion thanking Dr. Neill for his instructive 
paper and expressed the wish that he would 
furnish a copy for publication in the Virarnta 
Mepicat Monruty. 


Preceding the meeting, at 2:00 P. M., in the 
rooms of the City Health Department Dr. 
Bayard Carter, Professor of Obstretrics, Uni- 
versity of Virginia, held a clinic on “Prenatal 
Care” to which all members of the Society 


were invited. Dr. Carter’s lecture and demon- 
strations were very instructive and proved one 
of the most attractive features of the meeting. 
Dr. R. W. Garnett had kindly provided for 
the clinic a half dozen cases in various stages 
of pregnancy. Dr. Carter’s lecture and clinic 
was in connection with the Department of 
Clinical Education of the Medical Society of 
Virginia. 

The wish was expressed by many of those 
present that Dr. Carter may be induced to 
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deliver this lecture and hold a similar clinic 
in other sections of this District. 

ao w 
The Northern Neck Medical Association, 

Composed of the counties of Northumber- 
land, Lancaster, Richmond, and Westmore- 
land, met in regular semi-annual meeting at 
Montross, Va., October 30th, with Dr. George 
H. Steuart, of Ottoman, as president. After 
reading of the minutes, the following officers 
were elected for the ensuing year: President, 
Dr. E. T. Ames, Montross; vice-presidents, 
Drs. Samuel Downing, Newport News, and 
W. B. Richardson, Heathsville; secretary- 
treasurer, Dr. R. E. Booker. Lottsburg. 

Instructive papers, presented by Drs. E. T. 
Ames, Montross; W. B. Richardson, Heaths- 
ville; M. C. Oldham, Lancaster; and Drs. T. 
N. Barnett and James H. Smith, both of Rich- 
mond, were freely discussed. Dr. R. O. Lyell, 
a former secretary of the Society but now liv- 
ing in Miami, Fla., was present and gave an 
interesting talk. In addition to the members, 
there were present a number of visiting doc- 
tors from Richmond, Washington, and Fred- 
ericksburg. A delightful banquet was served 
at Walker’s Hotel at 7 P. M. 

The next regular meeting will be held at 
Heathsville, Va.,,on the fourth Thusday in 
May, 1931. 

The Lynchburg and Campbell County Medi- 
cal Society, 

At its annual meeting, elected the following 
officers for the coming year: President, Dr. 
Don Preston Peters; vice-president, Dr. D. P. 
Scott; and secretary-treasurer, Dr. Ernest G. 
Scott, all of Lynchburg. 

During the coming year, this Society plans 
to have several out-of-town men address them 
and will also have interesting cases presented 
by their members. 

The Post-Graduate Medica! Society of 

Southern Virginia 

Will hold its next meeting at Hopewell, Va., 
January 13th, in conjunction with the Depart- 
ment of Clinical Education of the Medical So- 
ciety of Virginia. At this time there will be 
a symposium on “Allergy.” Drs. Warren 'T. 
Vaughan, Richmond, Edward Alexander, 
Newport News, Meade Edmunds, Petersburg, 
and Oscar Swineford, Jr,. University, will 
take part in this symposium. Mr. Edward 
Hawke, a medical student at the University, 
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is also expected to present a paper on “Ang o- 
neurotic Edema.” 

Dr. Joel Crawford, Yale, is president of th.is 
society, and Dr. Philip Jacobson, Petersbu: g, 
is secretary. 

Richmond (Va.) Academy of Medicine. 

At the annual meeting of the Academy, early 
in December, Dr. J. Morrison Hutcheson, was 
elected president for the coming year, and Dr. 
Mark W. Peyser was re-elected secretary- 
treasurer. Drs. A. S. Brinkley and Charles 
M. Caravati were elected vice-presidents. 

At this meeting, Dr. Stewart Roberts, of 
Atlanta, Ga., professor of Medicine at Emory 
University, read .a paper on “Thyroid Heart” 
and Dr. J. Shelton Horsley, Richmond, pre- 
sented a paper on “Cancer.” 

The Southside Virginia Medical Association 

Held its annual meeting in the new Medical 
Arts Building, Petersburg, Va., December 9th, 
under the presidency of Dr. J. A. Grizzard, of 
Drewryville. There was a good attendance 


and an interesting and instructive program 
All papers read were freely 


was rendered. 
discussed. 

After a delightful dinner by the Peters- 
burg doctors, Dr. J. Allison Hodges, Presi- 
dent of the Medical Society of Virginia, by 
invitation, gave a very interesting talk, out- 
lining some of the future activities proposed 
throughout the State, by the Department of 
Clinical Education. 

The following officers were elected for 1931: 
President, Dr. Ruth Mason, Petersburg; vice- 
presidents, Dr. G. Richardson Joyner, Suffolk: 
Dr. M. H. Tredway, Emporia; Dr. Linwooid 
Farley, Courtland; and Dr. Herbert C. Jones. 
Petersburg; secretary-treasurer, Dr. R. L. Rai- 
ford (re-elected), Franklin. The next meet- 
ing will be held in Hopewell on the second 
Tuesday in March. 

The Pulaski County Academy of Medicine, 

At its annual meeting held at the Pulaski 
Hospital, Pulaski, Va., early in December, 
elected Dr. D. S. Divers of that city president. 
Other officers elected for the ensuing term are: 
Dr. J. B. Millard, Draper, vice-president; Dr. 
R. F. Thornhill, Pulaski, treasurer; and Dr. 
C. E. Bowles, Pulaski, secretary. 

Petersburg Medical Faculty. 

Dr. Mason Romaine was elected president 
of the Petersburg, Va., Medical Faculty, at 
its meeting held early in December; Drs. 
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eade Edmunds and C. T. Jones were elected 
vice-presidents; Dr. Wilbur M. Bowman, 


secretary-treasurer; and Dr. Leta White corre- 
sponding secretary. 


The following committees were appointed 
by Dr. Romaine: Court Medicale, Drs. Joseph 
D. Osborne, L. S. Early, W. Preston Hoy, 
E. L. MeGill, and George H. Reese; Paper 
Committee, Drs. Wright Clarkson, Herbert C. 
Jones and E. W. Young; Supper Committee, 
Drs. Leta White, C. W. Lynn and W. A. Reese; 
Entertainment Committee for the Southside 
Medical Association, Drs. Wm. B. McIlwaine, 
Ruth Mason, and D. D. Willcox. 


The Truth About Medicine 


In addition to the articles enumerated in our let- 
ter of October 24th the following have been accepted: 
Abbott Laboratories. 

Gold Sodium Thiosulphate—Abbott. 

Eli Lilly & Co. 
Erysipelas Antistreptococcic 
centrated Globulin). 
Medical Arts Laboratory, Inc. 
Antirabic Vaccine, Semple Method. 
National Drug Co. 

Antipneumococcic Serum, Type I. 

Ointment Scarlet Red Biebrich 8 per cent. 

Typhoid-Paratyphoid A Vaccine. 

Parke, Davis & Co. 

Ventriculin. 

Richards Pharmacal Co., Inc. 

Richards Psyllium Seed. 
E. R. Squibb & Sons. 

Diphtheria Toxoid—Squibb, twenty 1 c.c. ampule 

packages. 

D.phtheria Toxoid—Squibb, two 1 cc. ampule pack- 

ages. 

Normal Horse Serum, one 50 c.c. vial package. 

Ragweed Pollen Allergen Solution—Squibb (3 vial 

treatment package). 

Timothy Pollen Allergen Solution—Squibb (3 vial 

treatment package). 





Serum—Lilly (Con- 


NEW AND NONOFFICIAL REMEDIES 


The following products have been accepted by the 
Council on Pharmacy and Chemistry of the American 
Medical Association for inclusion in New and Non- 
official Remedies: 

McKesson’s Vitamin Concentrate of Cod-Liver Oil. 
—A cod-liver oil concentrate having not less than 
eleven times the minimum vitamin A potency of cod- 
liver 0.1, U. S. P., and not less than eleven times 
the vitamin D potency of a potent cod-liver oil used 
as a standard. The product possesses properties simi- 
lar to those of cod-liver oil so far as these depend 
on the fat soluble vitamin content of the latter. 
McKesson and Robbins, Inc., Bridgeport, Conn. 
(Jour. A. M. A, November 1, 1930, p. 1347.) 

Maltine with Cod-Liver Oil and Iron Iodide.—This 
product is composed of maltine, 70 per cent, cod- 
liver oil, 30 per cent, and ferrous iodide, 0.44 Gm. 
per hundred c.c. (2 grains to each fluid ounce.) Mal- 
tine is a preparation essentially similar to extract 
of malt, U. S. P., but it contains 3.88 per cent of 
alcohol, is prepared from malted barley, oats and 
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wheat; its vitamin B, and B, content and its starch 
converting power is controlied by assay. Maltine 
with cocd-liver oil and iron iod:de contains in 100 c.c. 
from 23,000 to 25,000 vitamin A units as determ'‘ned 
by the U. S. Pharmacopeia assay and its vitamin D 
potency is controlled by assay. Maltine Company, 
Brooklyn, N. Y. 

D.phtheria ‘Toxoid.—A diphther a toxoid (New and 
Nonofficial Remedies, 1930, p. 364) prepared fiom 
diphther.a toxin of which the L-- dose is 0.2 ¢.c. or 
less. The toxin is treated with formaldehyde and 
is tested for antigenic power. The fin shed product 
is adjusted to contain in 2 ¢.c. enough of the toxoid 
for one immunization treatment. It is marketed in 
packages of one immunization treatment. Lederle 
Laboratories, Inc., Pearl River, N. Y. (Jour. A. M. 
A., November 15, 1930, p. 1505.) 

Ampoule Sterile Solution Dextrose, U. S. P., 5 Gm., 
10 e.c.—Each ampule contains dextrose, U. S. P., 5 
Gm., in distilled water to make 10 cc. E S. Miller 
Laboratories, Inc., Los Angeles. 

Ampoule Sterile Solution Dextrose, U. S. P., 
Gm., 20 c.c.—Each ampule contains dextrose, U. S. P., 
10 Gm., in distilled water to make 20 cc. E 
Miller Laboratories, Inc., Los Angeles. 

Ampoule Sterile Solution Dextrose, U. S. P., 
Gm., 50 c.c—Each ampule contains dextrose, U. 
P., 25 Gm., in distilled water to make 50 c.c. E 
Miller Laboratories, Inc., Los Angeles. 

Dextrose (d-Glucose) Unbuffered and Without Pre- 
servative, 10 Gm., 20 c.c. Ampul.—Each ampule con- 
tains dextrose, U. S. P., 10 Gm., in distilled water 
to make 20 c.c. H. K. Mulford Co., Philadelphia. 

Dextrose (d-Glucose) Unbuffered and Without Pre- 
servative, 25 Gm. 50 e.c. Ampul.—Each ampule con- 
tains dextrose, U. S. P., 25 Gm., in distilled water to 
make 50 c.c.; accompanied by an ampule of 2 c.c. 
of a buffer solution. H. K. Mulford Co., Philadelphia. 

Dextrose (d Glucose) Unbuffered and Without Pre- 
servative, 25 Gm., 50 ¢.c. Double End Vial.—Each 
double end vial contains dextrose, U. S. P., 25 Gm., 
in distilled water to make 50 c.c.; accompanied by 
an ampule of 2 c.c. of a buffer solution. H. K. Mul- 
ford Co, Philadelphia. 

Dextrose (d-Glucose) Unbuffered and Without Pre- 
servative, 50 Gm., 100 c.c. Ampul.—Each ampule con- 
tains dextrose, U. S. P., 50 Gm., in distilled water to 
make 100 c.c.; accompanied by an ampule of 4 c.c. 
of a buffer solution. H. K. Mulford Co., Philadelphia. 

Ventriculin —Desiccated, defatted, hog stomach.— 
It is assayed clinically by observation of the reticu- 
locyte response, the standard being an increase of red 
blood cells at the rate of about one hundred thou- 
sand cells per cubic millimeter per week when the 
product is administered to patients suffering from 
pernicious anemia. Stomach tissue of animals has 
been shown to contain a principle capable of stimulat- 
ing the bone marrow to form immature red cells in 
large numbers. When, during the first ten to fifteen 
days’ treatment with ventriculin, a satisfactory rise 
in reticulocytes occurs, this is evidence that effective 
and progressive blood regeneration is taking place. 
Ventriculin is supplied in the form of a powder in 
vials containing 10 Gm. Parke, Davis & Co., Detroit. 
(Jour. A. M. A., November 22, 1930, p. 1589.) 


PROPAGANDA FOR REFORM 


Coffey-Humber Treatment for Cancer.—Recent de- 
velopments in the Coffey-Humber treatment of cancer 
emphasize the fact that the history of investigations 
of new methods for the treatment of cancer is marked 
by the wreckage of dozens of scientific reputations, 
by the bodies of patients, and by bitter controversy 
among scientific men. Such conditions establ'sh again 
the importance of provision within organized medi- 
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cine for careful study and judgment of new methods 
before they are given circulation to the medical pro- 
fession or to the public. Had the proponents of the 
Coffey-Humber method seen fit from the first to fol- 
low established custom in the introduction of their 
technic and their results, had they consulted the 
Council on Pharmacy and Chemistry as to the proper 
method of introducing a new proprietary, they might 
have avoided all the acrimony, the criticism, and 
certainly all the notoriety that has been their lot. 
(Jour. A. M. A., November 1, 1930, p. 1349.) 

Nonvolatile Substances as Anesthetics.—The Coun- 
cil on Pharmacy and Chemistry has accepted a bar- 
bital derivative for oral and rectal use as a prelimi- 
nary to surgical anesthesia. Experimentally this 
product has also been administered intravenously 
but such use is far from safe and the manufacturer 
is not marketing the product for intravenous use. 
Now the Council publishes a preliminary report on 
Avertin, which substance has been proposed not 
only for initiating anesthesia, but also as the chief 
means of inducing unconsciousness, to be supple- 
mented when necessary by a small amount of an 
inhalation or local anesthetic. The Council con- 
cludes that Avertin may prove valuable as a means 
of initiating narcosis, but that it is not proved to 
be a safe agent for complete narcosis, either by it- 
self or combined with a volatile anesthetic. These 
two products illustrate a modern tendency in anes- 
thetics. A paper by Lendle seems to show that 
neither Avertin nor the barbital derivative ‘Pernoc- 
ton” is a satisfactory solution of the problem The 
products so far proposed for so-called basal anes- 
thesia are hypnotics or sedatives and should be used 
as such. They cannot be safely used for complete 
anesthesia and can be safely used in combination 
with other agents for the production of complete 
anesthesia only by those thoroughly experienced in 
the administration of anesthetics and closely amil- 
iar with the studies of the use of nonvolatile agents 
for anesthesia. Thus far their intravenous use must 
be considered unsafe. (Jour. A. M. A., November 
8, 1930, p. 1430). 

Nature of the Substance in Liver Active in Per- 
nicious Anemia.—The search for the “active prin- 
ciple’ which renders liver potent in the treatment 
of pernicious anemia has resulted in the isolation 
of an active crystalline salt demonstrated to be 
clinically potent in pernicious anemia. It is a com- 
pound of beta-hydroxy-glutamic acid and hydroxy- 
proline. Both of these substances possess the char- 
acters of protein derivatives; the mode of their link- 
age remains to be ascertained. (Jour. A. M. A., 
November 15, 1930, p 1509). 





Book Announcements 


Industrial Accidents to Men and Women. _ By 
EMILY C. BROWN. Bulletin of the Woman’s 
Bureau, No. 81, U. S. Department of Labor. U. S. 
Government Printing Office. 1930. For sale by 
the Superintendent of Documents, Washington, 
BD. C. Price, 15 cents. 

Every year industrial accidents in the United 
States levy an appalling toll on wage earners 
and on industry Through this Bulletin, the 
Woman's Bureau discusses this subject with 
a compilation of data from State reports, by 
sex, from 1920 to 1927, with emphasis laid on 
the importance of separate accident statistics 
for men and women. Only twenty-one states 


published any accident figures by sex, dur ng ' 
the period studied, and only seven of thi -se 
published a series through the eight yerrs. 


Many interesting facts are brought out in this 
report. 


Forty-Sixth Annual Report of the Bureau of Ameri- 
can Ethnology. To the Secretary of the Smith- 
sonian Institution. 1928-1929. United States (Cov- 
ernment Printing Office. Washington. 1930. 654 
pages. Illustrated. For sale by the Superinien- 
dent of Documents, Washington, D. C. _ Price, ' 
$1.90. Paper. 





C 
Methods and Problems of Medical Education. High- A 
teenth Series. The Rockefeller Foundation. New 
York. 1930. 329 pages. Illustrated. Paper. 
\ 


Operative Gynecology. By HARRY STURGEON S 
CROSSEN, M. D., F. A. C. S., Professor of Clinical 





Gynecology, Washington University ‘School of 
Medicine and Gynecologist in Chief to the Barnes 
Hospital and the Washington University Dispen- 
sary, etc., and ROBERT JAMES CROSSEN, M. D., 
Instructor in Clinical Gynecology and Obstetrics, I 
George Washington University School of Medi- 
cine; Assistant Gynecologist and Obstetrician to 
the Barnes Hospital and the St. Louis Maternity 
Hospital. Fourth Edition. St. Louis. The C. V. y 
Mosby Company. 1930. Octavo of 1,078 pages. : 
Twelve hundred forty-six illustrations and two . 
color plates. Cloth. Price, $15.00. I 
t 
Medical Jurisprudence. A Statement of the Law of I 
Forensic Medicine. By ELMER D. BROTHERS, ; 
B. S., LL. B., Member of the Chicago Bar; Lec- 
turer Emeritus on Jurisprudence in the Medical 
and Dental Departments of the University of Illi- t 
nois and Lecturer on Medical and Dental Juris- D 
prudence in John Marshall Law School and on I 
Historical Development of the Federal Constitu- ; & 
tion. Third Edition. St. Louis. The C. V. Mosby Ii 
Company. 1930. Octavo of 309 Pages. Cloth. ic 
Price, $3.50. t 
Physical Diagnosis. By WARREN P. ELMER, B. S., n 
M. D., Associate Professor of Clinical Medicine, d 
Washington University, School of Medicine; As n 
sistant Physician to Barnes Hospital, ete. And 
W. D. ROSE, M. D., Late Associate Professor of p 
Medicine in the University of Arkansas. St. ra 
Louis. The C. V. Mosby Company. 1930. Octavo 
of 903 pages. With three hy “red thirty-seven } 
illustrations. Cloth. Price, $10.00. d 
0 
A Manual of Normal Physical Signs. By WYND- 
HAM B. BLANTON, B. A., M. A., M. D., Assistant } 
Professor in Medicine, Medical College of Virginia. h 
Second Edition. St. Louis. The C. V. Mosby Com- by 
pany. 1930. 12mo. of 246 pages. Illustrated. 
Cloth. Price, $3.00. P 
re 
A Compend on Bacteriology. Including Pathogenic it 
Protozoa. By ROBERT L. PITFIELD, M. D., At- 
tending Physician, Germantown Hospital, Phila- tl 
delphia. And HOWARD W. SCHAFFER, M. D., st 
Pathologist to the Memorial Hospital, Philadel- : 
phia; assistant in Dermatological Research, Uni- Sl 
versity of Pennsylvania. Fifth Edition. Philadel- pl 
phia. P. Blakiston’s Son & Co., Ine. 12mo. of at 
317 pages. With 4 plates and 82 other illustra- ; 
tions. Cloth. Price, $2.00 net. Ww 
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Editorial 


Keeping-in-Touch With the Clinical Patholo- 
gist. 

Some one has recently asked the question : 
what is a clinical pathologist? It has been 
answered by saving that a clinical pathologist 
is a physician who devotes all or a major por- 
tion of his time to diagnosis of disease by 
laboratory methods. 





More and more practitioners need to keep in 
touch with the clinical pathologist. This is 
not to affirm, however, that diagnosis must be 
left to the laboratory. Much to the contrary 
is the fact. One of the great needs of the day 
is for the working clinician in the field to cul- 
tivate his powers of 
memory in order to keep alive the powers of 
discernment at the bedside. One of the urgent 
needs, to repeat, is for the doctor in general 
practice to conduct for himself a school of 
clinical study on the cases that come to his 
hands each day. Let the practitioner of to- 
day ponder and study gross and clinical signs 
of disease as it presents itself to him daily in 
his work, Let him take his cases home with 
him every night and in his library among his 
books go over the anatomy and pathology an: 
physiology that may be involved. Let him 
read the history of the disease; let him trace 
its evolution through the decades and years of 
the past. Let him return to the bedside and 
stuly anew the symptoms and the physical 
Let him acquaint himself with the 
prognosis and the statistical experience of 
uuithorized writers on the subject. And, 
Withal, a survey of treatment of such cases may 


observation and. of 
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be wisely studied. In other words, let the 
practitioner return to his books and his library 
with his physical findings and then return to 
the patient and search for more. Let the prac- 
titioner use his stethoscope, his hands, his eyes, 
his ears, his watch, and his “common sense” in 
his self-improvement as he endeavors to diag- 
nose disease and treat his patients. And 
finally, let the busy and hurried practitioner 
take time to get and record an accurate story 
of the course of events in the sickness or ill- 
ness under study. The writing of the history 
is in itself a source of self-culture in the art 
of medical efficiency. 

In advocating keeping in touch with the 
clinical pathologist, then, one should not let 
ip in any sense a daily effort at self-improve- 
ment at the bedside in the study of clinical 
medicine-—quite the contrary. 

But the clinical pathologist in the labora- 
tory has much to offer that is beyond the 
domain of clinical observation. The clinical 
pathologist is a histologist and a microscopist, 
having knowledge and technique in serology, 
in bacteriology and pathology. All of these 
scientific fields of knowledge, under certain 
conditions and experiences, may be employed 
in the development of diagnosis and treatment 
of disease. In the capacity of a consultant, or 
referee, in the position of adviser, or in the do- 
main of adviser in the treatment, the laboratory 
worker may be employed. Laboratory methods 
of study in disease are frequently required in 
practice of medicine. One may consult the 
pathologist regarding new trends of disease 
in order to keep an up-to-date perspective on 
the problems of daily practice. The litera- 
ture of the laboratory worker and the current 
reading of the clinical pathologist may en- 
able the practitioner to get from the labora- 
tory world a point of view that may be other- 
wise closed to him, Every practitioner, in or- 
der to carry on his work with any degree of 
satisfaction and responsibility should have 
more or less a touch with a laboratory and 
clinical pathologist. 

Medicine can advance to higher levels of 
efficiency only as practitioners the country- 
over, and through the years, keep alive a 
large mental grasp of disease in the light of 
research and newer knowledge. This mental 
grasp of problems of disease cannot be gotten 
with a dull mind but can best be obtained by 
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persistent post-graduate study and by keeping 
the mind alive with the trends of medical prog- 
ress. An appreciation of the pathology with 
which physicians have to deal can only come 
in its best form when the mind of the prac- 
titioner is keenly alive as a result of whole- 
some and regular study of the fundamentals 
of medicine. Much that practitioners mulled 
through during the over-filled four years at 
the medical school, which may have been ten 
to fifteen or twenty years in the past, has be- 
come largely a dimmed memory. This is only 
a reasonable condition. It is known to be be- 
yond the powers of human memory to store 
away in any elaborate detail the thousand- 
fold facts packed into the course of medical 
study while at medical college. 

In contact with an active clinical labora- 
torist, a judicious selection of attendance upon 
medical society sessions; hours spent alone in 
one’s library with his own clinical 
records and histories, laid-down by the side of 
a review of the disease in medical texts and in 
accumulated files of current medical litera- 
ture, offer the graduate-—-the medical practi- 
tioner—a good working plan for the conduct 
of practice of medicine. 


cases, 





Cardio-Vascular Syphilis. 

At no point in the anatomy of the human 
does the spirochaeta pallida strike and wreak 
destructive pathology with a more certain and 
death-dealing effect than in the great heart out- 
let: the aorta. In cerebrospinal syphilis, it is 
true, dreadful and lamentable svmptomatology 
occurs. Paresis drags its course through years 
of madness and paralytic life. The brain anc 
spinal cord under the sinuous inroads of the 
spirochaeta pallida misbehave and undergo de- 
structive changes. In the aortic valves-zone 
and the ascending aorta destructive changes 
break down the heart. 

It is hardly worth while to make suggestions 
of comparative importance between the le- 
sions of syphilis in the brain, spinal cord and 
those of the heart and the aorta. It is prob- 
ably more to the point to emphasize that le- 
sions of this nature in the heart and aorta 
should rank with lesions of the brain and 
spinal cord in importance as a disease-state, 
worthy of close and accurate study. 

Every practitioner of experience in all prob- 
ability recalls in practice and in hospital ob- 
servations the lamentable and deadly display 
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of symptomatology in cardio-vascular syphi ‘is. 
It is well to observe that these symptoms nay 
be in rare instances found in the early period 
of syphilis but it is usually the case that 
symptoms show clinically some ten to tweuty 
vears after the primary lesions of the diseuse. 
Observers remember what these symptoms ure. 
Usually a complaint of dyspnoea or precordial 
pain or both in the man of middle life, asso- 
ciated with physical signs of aortic regurgita- 
tion, or other aortic defect, make a strong sug- 
gestion of syphilis of the heart and aorta. Oie 
must not forget also a group of syphilitics in 
whom aortic lesions are elicited on physical 
examination without other signs of the dis- 
ease. Then there is the group with aneurysmal 
signs or dilatation of the aorta with signs of 
dyspnoea and pain. Practitioners naturally 
scout around, in the presence of an aortic re- 
gurgitation, for a history of the primary in- 
fection. One looks about in the general body 
for confirmatory evidences of syphilis  else- 
where. One leans upon the Wassermann iest 
or even one may not be sure and turn to speci‘ic 
or mixed treatment for final diagnostic de- 
cision. 

Coombs* has recently called attention to this 
subject as it is related to general practice and 
comments upon the pathology in an interest- 
ing manner. As pointed out, the important 
lesion is that of aortitis. The process, he 
states, proceeds from without inwards.  Iniil- 
tration, beginning in the peri-aortic connec- 
tive tissue is characterized by massing of cells, 
mostly lymphocytes, filling lymph channels 
and piling up in dense layers, lining the outer 
aspect of the aortic wall. He observes that 
through this layer the yaso-vasorum passes. 
The walls of these small vessels swell, tending 
to close the channels, Lymphocytes invest and 
surround them as they penetrate the aortic 
medial coat. In the media there collect lym- 
phocytes between laminae of elastic tissue. 
Later the laminae break down. Large spaces 
form within the aortic wall which become po- 
tential beginnings of the aneurysm. But be- 
yond, the intima is thickened and hypertro- 
phied. Now, this inflammatory invasion of 
the aortic wall spreads to the heart and is 
there checked; owing to the distribution of 
the lymph channels there. But in this sweep- 
ing around the root of the aorta, the spiro- 





*British Medical Journal, November 29, 1930, page 893. 
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chaeta pallida lays its ominous pathology about 
the mouths of the coronary arteries and the 
commissural attachments, says the author, of 
the aortic semilunar cusps. Slowly but steadily 
the orifices of the coronaries fill with inflam- 
matory infiltration. The aortic cusps contract 
and shrink under the deadly grasp of the in- 
creasing pathology. Soon the heart emits its 
sign of pain and dyspnoea. 


Arteriosclerosis in Diabetes. 

After all, in long-standing or chronic dis- 
ease processes. the status of arteries plays an 
important part. In diabetes mellitus, Joslin 
has recently directed attention to this prob- 
lem. <As in all of Joslin’s* studies of his own 
experiences in a large group of diabetics, his 
report is full of interesting observations bear- 
ing on the point under consideration. Arterio- 
sclerosis takes a leading place as a cause of 
death in the diabetic, says Joslin. Every other 
diabetic, he notes, now dies of arteriosclerosis 
and he suggests that the percentage is rapidly 
increasing. Death by coma has heretofore 
stood out as the chief menace of the diabetic. 
Better contro! of this exigency of the dia 
betic life, probably, explains the increase of 
arterial disease as the cause of death. 

Joslin cites his experience, Tis investiga- 
tion of arteriosclerosis in diabetes rests upon 
his study of “all true diabetic cases” seen by 
him from 1894 to 1930, of which he has infor- 
mation in 97 per cent of the cases. With the 
aid of the Statistical Department of the Metro- 
politan Life Insurance Company, he has ar- 
ranged the material. 

As suggested, the fall in death from coma 
probably explains the increase in percentage 
of deaths by arteriosclerosis. In what he calls 
the “Naunyn Era” coma was the cause of death 
in 61 per cent of 781 cases of diabetes and in 
this era arteriosclerosis was the cause of death 
in 15 per cent; in the “Allen Era,” arterio- 
sclerosis was the cause of death in 26 per cent 
of cases; and in the first half of the insulin 
or “Banting Era,” it was the cause of death 
in 41 per cent of cases; and in the last half 
(past four years) it was the cause of death 
in 50 per cent. 

In escape from death by coma, in more ac- 
curate dietary management, in the use of in- 
sulin in diabetes, rest other explanations of 
the increase in the percentage of death by dis- 





*Joslin. Annals of Internal Medicine, July, 1930, page 29. 
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eases of the arterial wall. In other words, the 
diabetic’s life-line has been increased; he 
grows older. While it is true that as a rarity 
arteriosclerosis appears in the young, the 
condition connotes ageing and length of life 
in the main. It appears, therefore, that a con- 
sideration of the problem of preventing or 
delaying the advance of arterial disease in the 
diabetic is one which deserves investigation 
and study by the internist and general prac- 
titioner. Let us follow Joslin’s line of study. 
The cemmon sites of arteriosclerotic changes 
as shown by his study of all fatal cases showed 
that the most common location was in 
vessels of the heart, being 19.1 per cent of 
the total mortality; the next place in order 
of frequency was the vessels of the legs, being 
13.2 per cent as shown by deaths from gan- 
grene; the next site was in the brain arteries, 
being 7.2 per cent; and the least frequent ves- 
sels showing arteriosclerotic change causing 
death of diabetics, was in the kidney, being 
4.7 per cent. 

Practitioners may think, in the light of the 
foregoing findings, that diabetics, in so far 
as arteriosclerosis is concerned, show danger- 
signs, chiefly in the heart, lower extremities, 
and brain, and these changes occur in the given 
sites in point of frequency in the order given. 
It seemed obvious that the duration of diabetes 
increases the incidence of the arteriosclerosis. 
It was noted that there appeared to be a higher 
rate of incidence in the Jewish race. He found 
that arteriosclerosis occurred in youth and the 
arly middle-aged. Even in children, arterio- 
sclerosis was observed as a complication. 

It appears, then, that diabetics who escape 
coma are threatened by arteriosclerosis which 
localizes in heart vessels, vessels of the feet 
and legs and the vessels of the brain. Thus 
management of diabetes must advance to a 
great refinement, with a view to a more care- 
ful study of the metabolites of the blood of the 
diabetic as the patient goes on with insulin 
treatment. 


Probability of Mental Disease. 

The New York State Department of Health 
has worked out figures, by careful statistical 
methods, giving the probability of mental dis- 
ease for the population of the State of New 








98 
York. New York has a population of over 
12,600,000. Of this number, about 560,000 will 


probably develop severe mental disease and 
become patients in hospitals for the insane dur- 
ing some period of their lives. Of the people 
now living in New York City over 300,000 will 
need hospital treatment for mental ills. In 
the State as a whole, 45 of every 1,000 chil- 
dren born will probably be afflicted with men- 
tal disease at some period of life. It has also 
been found that the rate of expectancy of men- 
tal disease is higher among men than among 
women; higher among city people than among 
country people and higher among the foreign- 
born than among the native population. 

If interested in the prevention of mental 
(lisease, write to the State Department of Men- 
tal Hygiene, State Office Building, Albany, 
N. Y., and information on the subject will 
be sent to you. 

Medical College of Virginia News. 

Dr. Stewart R. Roberts. professor Clinical 
Medicine at Emory University, School of 
Medicine, Atlanta, Ga.. was a visitor at the 
Medical College of Virginia, Richmond, on 
December 10th. He spoke to the senior medi- 
cal students on exophthalmic goiter and to the 
junior medical students on angina pectoris. 

Dr. FE. C. L. Miller, directing librarian at 
the Medical College of Virginia, Richmond, 
attended the annual meeting of the American 
Association for the Advancement of Science, 
held the week after Christmas, in Cleveland, 
and read a paper on the development of libra- 
ries in the several state academies of science. 
Dr. Miller went to the Cleveland meeting as 
a representaive both of the Virginia Academy 
of Science and of the Virginia chapter of the 


American <Association of University Profes- 
sors which assembled at the same time in that 
city. 


Wives of students now attending the Medi- 
cal College of Virginia, Richmond, were, in 
December, given a reception by the Woman's 
Auxiliary of the college, composed of more 
than forty members. The reception was heid 
in the evening at Cabaniss Hall and was un- 
der the direction of a committee composed of 
Mrs. Harry Lyons, Mrs, C. W. Skinner, Mrs. 
KF. W. Shaw, Mrs. Harry Bear, and Miss Lulu 
K. Wolf. There are more than ‘ fty married 
students at the college at this time. 
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The outpatient department of the Medic: | 
College of Virginia, Richmond, had 3,403 
visits by patients during the month of Noven 
ber. The largest number of patients for one 
day was 225, the smallest 86. 


The appropriation of the Richmond Con- 
munity Fund for the outpatient department 
during 1931 has been fixed at $10,000 toward 
a budget of approximately $40,000. 

A bequest of $2.000 with accrued interest of 
approximately $1,000 has been received 1 
cently by the college hospitals. 


“Progress in Health Services” was the sub- 
ject of Dr. William John Gies, professor of 
biological chemistry at the College of Physi 
clans and Surgeons, Columbia University, 
when he was the chief founder’s day speaker 
at the Medical College of Virginia, Richmond, 
December Ist, on the ninety-third anniversary 
of the institution. 

Married. 

Dr. Charles P. M. Sheffey, Lynchburg, Va., 
and Miss Mae Joy Burch, of Richmond, Va., 
a graduate nurse of Memorial Tospital, this 
city, December 31st. 

Dr. Donald Bain Moore, Badin, N. C.. 
Miss Emmie Anderson Brown, Albemarle, N. 
C.. October 17th. Dr. Moore is an alumnus of 
the former University College of Medicine, 
Richmond, Va. 

Dr. Ellis Columbus Moore, Carthage, Miss., 
and Miss Catherine Preston Finney, Lexing- 
ton, Va.. in December. Dr. Moore graduated 
from the Medical Department of the Univer- 
sitv of Virginia in 1927. 

Dr. Blake Walden Meador and Miss Ethel 
Marchant Hale, both of Richmond, Va. the 
latter part of December. Dr. Meador is an 
alumnus of the Medical College of Virginia, 
class of °27. 

The Seaboard Medical Association of Vir- 
ginia ard North Carolina 

Held its annual meeting at Elizabeth City, 
N. C.. December 2nd-4th. There was a large 
attendance, including a number of the doctors’ 
wives. Several papers of unusual interest were 
presented and discussed, and ample entertain- 
ment was afforded those who attended. 

A feature of this meeting was a memorial 
service held for Drs. Cyrus ‘Thompson and 
Charles OH. Laughinghouse, with a eulogy 
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hy Dr. H. D. Walker, president of the Asso- 
ciation, 

The following officers were elected for the 
ensuing year: President, Dr. James H. Cul- 
pepper, Norfolk, Va.; vice-presidents, Drs. C. 
I}. Williams, Elizabeth City, N. C.; James E. 
Marable, Newport News, Va.: Paul H. Whit- 
aker, Kinston, N. C.; and O. R. Yates, Suffolk, 
Va.; treasurer, Dr. A. M. Burfoot (re-elected), 
Fentress, Va.; and secretary, Dr. Clarence Por- 
ter Jones (re-elected), Newport News, Va. 
The next meeting is to be held at Suffolk, Va., 
December 1-3, 1931. 

News From University of Virginia, Depart- 
ment of Medicine. 

At the meeting of the University of Virginia 
Medical Society on November 24th, Dr. Alfred 
Chanutin spoke on Some Recent Advances in 
Biochemistry, and Dr. J. H. Neff spoke on 
Exposure of the Bladder as a Step Prelimi- 
nary to Cystostomy and Prostatectomy. 


Dr. L. T. Royster spoke before the Rock- 
bridge County Medical Society in Harrison- 
burg on December sth, on the subject of Mal 
nutrition and Posture. 


Dr. J. H. Neff read a paper by invitation 
before the New York Branch of the American 
Urological Association at the meeting on De- 
cember 5th. 


Dr. W. H. Goodwin attended the meetings 
of the Southern Surgical Society in Lexing- 
ton, Ky., from December 9th to 12th. 


Dr. H. B. Mulholland was elected President 
of the University of Virginia Medical Society 
for the coming year, Dr, E. L. Corey was re- 
elected Secretary. At the meeting of the 
Society on December Sth, Dr. J. FE. Kindred 
presented a paper on Studies on the Blood of 
the Fetal Albino Rat, and Dr. F. B. Carter 
spoke on Blood Findings in Pregnancy. 

A new contract has been drawn up for the 
cooperation of Albemarle County, the City 
of Charlottesville and the University of Vir- 
ginia in a Joint Health Department. Under 
the terms this contract a Joint Health 
Board is created consisting of five members, 
two from the County, two from the City, and 
one from the University, with full power to 
act in all matters pertaining to the public 
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health in the city and county except with re- 
gard to appropriations and the promulgation 
of ordinances. 

Arrangements have been completed for a 
study of the incidence, and the effect of mass 
treatment of syphilis in the colored popula- 
tion of Albemarle County. The study is a 
cooperative enterprise sponsored bv the Rosen- 
wald Fund through the U. S. Public Health 
Service, the State Board of Health, and the 
University. Surgeon C. E. Waller, of the 
U.S. P. H. S., has arrived in Charlottesville 
to organize the field work and has established 
headquarters in the Joint Health Department. 
The Annual Report of the U. S. Public 

Service, 

Covering the work of the Service during 
the past fiscal year, was recently submitted to 
Congress by Surgeon General H. 8S. Cumming. 
It states that one of the important public 
health duties of the Federal Government is the 
prevention of the introduction and spread of 
infectious diseases from foreign countries into 
the United States. In order properly to pro- 
tect the United States against the introduction 
of infectious diseases, this Service keeps itself 
advised currently as to the prevalence of dis- 
ease, not only in the United States but, in so 
far as practicable, throughout the world. In 
connection with this work, 20,645 vessels, 
1,056,294 passengers, 1,380,241 seamen were in- 
spected at domestic and insular ports and 
1,211,796 alien passengers and 968,759 alien 
seamen were examined by medical officers un- 
der the immigration law. 

Reports to the Public Health Service for the 
past fiscal vear indicate generally good health 
conditions throughout the United States. 
However, there was noted an increase in the 
prevalence of pellagra and a marked increase 
in the number of cases of infantile paralysis 
in certain states just before the close of the 
fiscal year. The report also shows that for 
three years, at least, the incidence of smallpox 
in the United States has been increasing, this 
in spite of the fact that it may be avoided by 
vaccination and revaccination. 

It is stated that although some progress is 
being made in the establishment of adequately 
and properly organized local health service, 
only about 25 per cent of the rural population 
of the United States is at present so provided, 
and it is the opinion of the Service, of State 
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health authorities, and other health workers 
that the development of efficient whole-time 
local health oragnizations will yield a far 
greater return on the dollar invested than 
many other programs. 

During the year, many investigations relat- 
ing to various public health problems have 
been conducted, and medical facilities were 
provided in 155 ports of continental United 
States and its insular and territorial possessions 
for hospital and out-patient treatment for 
seamen from merchant vessels and other legal 
beneficiaries of the Public Health Service. 

By act of Congress, approved May 26, 1930, 
the name of the Hygienic Waboratory was 
changed to the National Institute of Health, 
and provisions were made for additional build- 
ings, the establishment of fellowships, and the 
acceptance of gifts for the study of funda- 
mental problems relating to the diseases of 
man. 

During the year an act of Congress estab- 
lished a Division of Mental Hygiene in the 
Public Health Service and placed the super- 
vising and furnishing of medical and psychiat- 
ric service in Federal penal and corrective in- 
stitutions under this Service. 

The personnel of the Public Health Service, 
consisting of a corps of medical, dental, sani- 
tary engineer and pharmacist officers, nurses, 
specialists and other technical and non-techni- 
cal employees, at mid-year consisted of 1,476 
medical officers and persons of other scientific 
ratings, and 3,416 general and technical em- 
ployees. 

The White House Conference on Child 

Health and Protection, 

Held in Washington, D. C., in November, 
has been so much talked about and is of such 
great interest on account of the views which 
have been coordinated from a vast number of 
physicians and others interested in child wel- 
fare, that we are presenting the final summary 
as given by Dr. Ray Lyman Wilbur in the Mis- 
cellaneous Department of this issue of the 
MonrHuty. 

Post-Graduate Clinic for Negro Physicians. 

A post-graduate clinic for negro physicians 
of Virginia is announced by Dr. W. T. San- 
ger, president of the Medical College of Vir- 
ginia. This is stated to be the first educa- 
tional venture of its kind in the South and 
will be established by the College in connec- 
tion with Saint Philip Hospital, Richmond. 


[ Januar’, 


The instruction will begin June 16th. The 
negro physicians have been asked to decice 
upon the courses. It is stated that the Collec» 
has had the plan under consideration for se 
eral vears and it has the endorsement of tlic 
Department of Clinical Education of the 
Medical Society of Virginia. 

Dr. W. J. Innes, 

Pennington Gap, Va., returned recently 
from a visit to Detroit, Windsor and London, 
Ontario, and other places. He is now appar- 
ently restored to health after his recent illness 
of several months. 

Elected to Fellowship in American College 
of Physicians. 

The following Virginia physicians were 
elected to fellowship in the College, at Louis- 
ville, Ky., on November 11th: Drs. Mason 
Romaine, Petersburg; Ernest William Brown 
(M. C., U. S. N.), Quantico: Charles M. 
Caravati and James H. Royster, Richmond: 
and Alex. F. Robertson, Jr., Staunton. 

The fifteenth annual Clinical Session of the 
College will be held at Baltimore, Md.. March 
23-27, 1931. Dr. Sydney R. Miller, of that 
city, this year’s president, is in charge of the 
General Scientific Program, while Dr. Maurice 
C. Pincoffs, professor of Medicine of the Uni- 
versity of Maryland School of Medicine, is 
the General Chairman in charge of Arrange- 
ments, Clinics and Entertainment. Many na- 
tional authorities are being selected to present 
papers or clinics. The Convocation for the 
conferring of Fellowships will take place 
March 25th. Virginia now numbers twenty- 
nine Fellows in the membership of the Ameri- 
‘an College of Physicians. 

Dr. Charles A. Young, 

Roanoke, Va., after undergoing an opera- 
tion for removal of his gall-bladder and ap- 
pendix, went to Florida the latter part of De- 
cember and will not return to his office until 
the first of February. 

The New York Polyclinic Medical School 
and Hospital. 

New York, N. Y., opened its new private 
pavilion and operating rooms for inspection 
on December 29th and 30th. 

They also announce the appointments of Dr. 
George D. Stewart as Consulting Surgeon, and 
Drs. Evan Evans, Orrin S. Wightman and 
C. N. B. Camac, as Consulting Physicians to 
the Hospital. 
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Dr. J. William Humphries, 

Culpeper, Va., has been appointed a member 
of the Culpeper County Board of Health to 
fill the vacancy caused by the resignation of 
Dr. Otis Marshall, who, it is announced, will 
go to Washington, D. C., where he will be 
connected with Red Cross headquarters. 

Other members of the local board are Drs. 
Granville Eastham, Rapidan, and John R. 
soldridge, Rixeyville. 


Annual Report of the Surgeon General, U. 

S. Navy. 

Figures for the calendar year ending June 
30, 1930, show that in almost every phase of 
the health of the Navy conditions reached 
favorable points that have rarely been sur- 
passed in previous years. 

On July 1, 1930, the Medical Corps num- 
bered nine hundred members, During the year 
eighty-one new medical officers were commis- 
sioned and fifty-three were separated from the 
There were 264 candidates authorized 
to appear for examination for appointment in 
the Medical Corps in January, 1930, and of 
this number eighty-four were found qualified 
for appointment. 

The aviation medicine section was made an 
independent division during the year. Flight 
orders were issued to nine additional qualified 
flight surgeons of the thirty-five flight sur- 
geons now performing the flight duties; 
twenty-seven are under flight orders. There 
has been an almost progressive decline in 
aviation fatalities per unit of flying hours 
during the last eight years. 

The Department of Internal Medicine made 
two hundred and sixty-one complete diagnostic 
studies during the year. There were four 
hundred and sixty basal metabolism tests and 
one thousand two hundred and eight electro- 
vardiographic examinations made. Work done 
by the various laboratories at the Medical 
School during the year shows an increase of 
50 per cent over that of last year. 


service. 


The Thomas W. Salmon Memorial Meeting. 

A meeting in memory of the late Dr. Thomas 
W. Salmon, former Professor of Psychiatry 
of Columbia University and Medical Director 
of The National Committee for Mental Hy- 
giene, will be held at The New York Academy 
of Medicine, Fifth Avenue and 103rd Street, 
New York City, on Saturday evening, Janu- 
ary 10th, at 8:00 o’clock. 
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This meeting is open to the medical profes- 
sion and the public but to obtain reservations 
application should be made to Dr. C. C. Burl- 
ingame, 17 East 42nd Street, New York City. 

Announcement to this effect has been made 
by the committee formed shortly after his 
death for the purpose of establishing a perma- 
nent memorial in Dr. Salmon’s honor. This 
conunittee contemplated the creation of an en- 
dowment fund, the income from which could 
be devoted to an annual lecture or series of 
lectures to be known as The Thomas W. Sal- 
mon Memorial Lectures to be given by authori- 
ties in psychiatry and mental hygiene for the 
advancement of knowledge in these fields in 
which Dr. Salmon was pre-eminent. 

The sum of $100,000 has been subscribed by 
friends and admirers of Dr. Salmon and will 
be officially presented at this meeting at which 
the Memorial is to be formally established. <At 
the conclusion of the program a committee of 
the Academy will announce the person chosen 
to give the first of The Thomas W. Salmon 
Memorial Lectures. 

Each year there will be chosen by the Acad- 
emy and a special advisory committee a scien- 
tific worker who has made an outstanding con- 
tribution in psychiatry, mental hygiene or a 
related field, and who will deliver the lecture 
or lectures in New York or other cities un- 
der the auspices of the Academy of Medicine 
or some other accredited scientific, medical or 
educational organization. The lectures will 
be published annually in leading periodicals 
and in book form to make them available for 
the largest number of workers in these fields 
and to stimulate further research and study. 


Is Your Child Left-Handed? 

Don’t nag your left-handed child to force 
him to be right-handed, advised Dr. Ira S. 
Wile in a recent number of the Parent’s Maga- 
zine. Such treatment, he says, may make the 
child nervous and unhappy and result in diffi- 
culties of speech, reading, writing, and think- 
ing. Left-handedness is not an abnormality, 
he assures anxious parents, but is simply a 
sign that certain nerve centers on the right 
side of the brain are more active than those 
on the left side, whereas in a right-handed 
person the corresponding nerve centers on the 
left side are the more active. 


Dr. R. D. Garcin, 
Richmond, Va., who recently underwent a 
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couple of operations, is reported as much im- 
proved. 
Major Guy L. Qualls, M. C., 

Of the U. S. Army, stationed for several 
years at Fort Eustis, Va., during which time 
he was a member of the Medical Society of 
Virginia, has been transferred to Fort Leaven- 
worth, Kan. 

The Southern Surgical Association 

Held its annual meeting at Lexington, Ky.. 
December 9th-11th, under the presidency of 
Dr. James M. Mason, Birmingham, Ala. The 
record attendance was 137 members present 
and there were thirty-eight scientific addresses 
made during the meeting. White Sulphur 
Springs, W. Va., was selected for the 1931 
place of meeting, the dates for which will be 
December 8th-10th. Dr. Hugh H. Trout, 
Roanoke, Va., was elected to the presidency, 
and Dr. Frank C. Beall, Fort Worth, Texas, 
and Charles A. Vance, Lexington, Ky., were 
elected vice-presidents. Dr, R. L. Payne, Nor- 
folk, Va., was re-elected secretary, and Dr. 
Julius Taylor, Columbia, S. C., treasurer. 

Dr. B. C. Keister, 

After several years in Harrisonburg, Va.. 
has returned to Washington, D. C., where he 
will continue the practice of medicine and 
general surgery and will be located at 3461 
Fourteenth Street, Northwest. 

Dr. H. C. Grant, 

Formerly of Norfolk, Va., after an absence 
from the State of several vears, has returned 
and is located at Remington, Va., for the prac- 
tice of medicine. 

Dr. A. M. Byrd, 

Formerly of Warm Springs, Va., but more 
recently located at Northfork, W. Va.. an- 
nounces his change of address to 311 Ellis 
Building, Phoenix, Ariz. 

Civil Service Examinations. 

The U. S. Civil Service Commission, Wash- 
ington, D. C., announces open competitive ex- 
aminations for Medical Officer, Associate 
Medical Officer, Assistant Medical Officer (gen- 
eral medicine and surgery), applications for 
which positions will be rated as received by 
the Commission, until June 30, 1931. 

Dr. M. H. Todd, 

For the past nine years chief surgeon of the 
Kentucky Division of the U. S. Coal and Coke 
Company (a branch of the Steel Corporation), 
at Lynch, Ky., has recently opened offices in 


| Januar’, 


Norfolk, in connection with the Sarah Leig. 
Clinic, and is specializing in surgery and trav - 
matic surgery. Dr. Todd graduated froin 
Johns Hopkins in 1913, and is a Fellow of 
the American College of Surgeons. 
Hoffman-La Roche Expands Again. 

Hoffmann-La Roche, Inc., of Nutley, N. ./., 
well known as “makers of medicines of rare 
quality,” have extended their property by thie 
purchase of ten additional acres of land, makk- 
ing a total tract of thirty-five acres. The pur- 
chase was deemed essential in the light of the 
Company’s steadily increasing sales under keen 
ageresive management. 

In the words of Mr. Elmer H. Bobst, Gen- 
eral Manager, “Hoffmann-La Roche has just 
begun to grow !” 

Dr. F. F. Thweatt, Jr., 

Assistant Surgeon, U. S. Public Health Sery- 
ice, was relieved from duty at the Marine Hos- 
pital, at Ellis Island, N. Y., on December 15th, 
and assigned to duty at the Marine Hospital, 
Vineyard Haven, Mass., in charge of the hos- 
pital. Dr. Thweatt is a graduate of the Uni- 
versity of Virginia, Medical Department, in 
1928. 

Call for Scientific Exhibits. 

The Committee on Scientific Exhibits of the 
American Medical Association has issued the 
statement that applications for scientific ex- 
hibits for the Philadelphia meeting in June 
must be received before February 20, 1931. 

For further information, write Mr. Thomas 
G. Hull, Director, Scientific Exhibits, 535 N. 
Dearborn St., Chicago, TIl. 

Free Hearing Tests for Illinois Children. 

Free hearing tests are being made among 
Illinois school children by the Illinois State 
School for the Deaf, at Jacksonville, reports 
the Journal of the American Medical Associa- 
tion. An experienced staff with audiometer 
equipment is being sent direct to the schools. 
whenever desired, to test the children and 
recommend treatment and suitable educational 
facilities. More than 200,000 TIllniois children 
of school age are believed to have defective 
hearing. 

Gorgas Essay Contest Announced. 

A third annual essay contest on a health 
topic for students of junior and senior classes 
began December 8th. The subject selected for 
this year’s contest is “Keeping Fit: The Gor- 
gas Program of Personal Health.” High 
school winners will receive a Gorgas Medallion, 
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State winners $20 in cash and National win- 
ners will receive $500, $250 and $100 in eash. 
\ll winning high school papers, which are to 
be chosen by faculty members, must reach the 
Executive Offices of the Gorgas Memorial In- 
-titute, 1331 G Street, N. W., Washineton, D. 
C., not later than January 25, 1931. For de- 
tailed information write this address. 


Dr. P. P. Pharr, 

Of the class of ‘27, Medical College of Vir- 
vinia, recently located at Hinton, W. Va., has 
moved to Beckley, W. Va., where he is now 
associated with Dr. A. H. Grige in the prac- 
tice of general medicine. 


Dr. F. E. LaPrade, 

Who graduated from the Medical College 
of Virginia in the class of °29, upon complet- 
ing his internship at Welch Hospital, No. 1, 
Welch, W. Va., has been made assistant sur- 
geon of that institution. 


Dr. C. W. Lewis, 
Graduate of the Medical College of Virginia 
in 1930, is serving his internship at Welch 


Hospital, Welch, W. Va. 


Dr. C. F. Johnston, 
Of the class of 29, Medical College of Vir- 
ginia, has recently become connected with Drs. 


Hall and Daniels, of Welch, W. Va. 


Dr. W. M. Phipps, 

Of Hopewell, Va., has been elected a mem 
ber of the Board of Directors of the Kiwanis 
Club of that city, for the year 1931. 


Dr. A. D. Knott, 

Parkersburg, W. Va., formerly professor of 
preventive medicine at the Medical College of 
Virginia, Richmond, and now director of the 
Wood County, W. Va., Health Unit, was re- 
cently elected president of the West Virginia 
Public Health Association. 


American Public Health Association. 

At the annual meeting of this Association, 
recently, Dr. Hugh S. Cumming, Surgeon 
General of the U. S. Public Health Service, 
Washington, D. C., was installed as president; 
Dr. William C. Hassler, of San Francisco, 
was elected president-elect; and Mr. Homer 
N. Calver, of New York, was re-elected execu- 
tive secretary. It was decided to hold the 1931 
meeting at Montreal, Canada, the dates bein: 
September 14th-17th. 
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Dr. Tom A. Williams, 

Formerly of Washington, D. C.. where he 
spent the summer months, announces his re- 
turn to Miami Beach, Fla., where he is at the 
Monterey Apartments 
For Sale— 

On account of death, doctor’s complete office 
equipment for obstetrics, pediatrics, and gen- 


eral practice. Will also rent offices. Splen- 
did opening, with hospital facilities. Address 


Mrs. C. B. 
(Adv.) 
Technician Desires Position 

In hospital or doctor’s office. Nine years’ 
experience and capable of taking charge of 
laboratory. Can: furnish references. Address 
No. 263, care this journal. (Adv.) 

For Sale— 

Account death of owner, thirty-five bed hos- 
pital, excellent equipment and location. Splen- 
did practice and patronage. Heart of city 
of 75,000 population. Write for details, to W. 
L. Burks, 527 Mountain Avenue, S. W., 
Roanoke, Va. (Adv.) 

For Sale— 

Account of death, doctor’s office fixtures and 
instruments. Moderately priced. For infor- 
mation, address No. 264, care this journal. 


(Adv.) 


C., 209 High Street, Farmville, Va. 





Obituary Record 


Dr. William Virgil Atkins, 

Member of the Medical Society of Virginia 
since 1887, died at his home in Blackstone, 
Va., December 7th, death being due to angina 
pectoris. Dr. Atkins was a native of Notto- 
way County and seventy-three years of age. 
He graduated from Louisville, Ky., Medical 
College in 1883. His second wife and five 
children by a former marriage survive him. 
Dr. Atkins was a widely known southside Vir- 
ginia physician and had been for many years 
a surgeon for the Norfolk and Western Rail- 
way, and also physician for the Blackstone 
College for Girls. 

Dr. John Charles Burks, 

Owner and _ physician-in-charge of St. 

Charles Hospital, Roanoke, Va., died Decem- 
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ber 5th, after having been in bad health for 
several years—from about the time of the death 
of his wife. He was born in Rockbridge 
County, Va., in 1873, and, after graduating 
in medicine at the Medical College of Virginia 
in 1897, practiced in that county and also at 
Pocahontas, Va., for a time before locating at 
Roanoke. He had been a member of the Medi- 
‘al Society of Virginia from the year of his 
graduation in medicine. Several] sisters and 
a brother survive him. 

Dr. John Reveley Guerrant, 

Formerly of Franklin County, Va., died at 
the home of his daughter in Salt Lake City, 
Utah, December 19th. He is survived by his 
wife and two daughters. Dr. Guerrant was 
about sixty years of age and graduated in 
medicine from Columbia University, College 
of Physicians and Surgeons, New York, in 
1891. He was a member of the Medical So- 
ciety of Virginia until several years ago when 
he retired from active practice. 

Dr. William Jeffries Newbill, 

Irvington, Va., well-known doctor of the 
Northern Neck, died December 15th. Had he 
lived another day he would have celebrated his 
eighty-fourth birthday. Two sons and a 
brother survive him. At the age of sixteen, 
Dr. Newbill entered the Confederate service in 
the War Between the States, and was one of 
the last survivors of Mosby’s cavalry. Shortly 
after the war, Dr. Newbill took up the study 
of medicine at the University of Maryland, 
Baltimore, and received his diploma from that 
institution in 1868, following which he prac- 
ticed medicine for a number of years in this 
State. 

Dr. Delmar F. Weaver, 

Well-known physician of Orange, Va., died 
at his home in that place on December 12th. 
Death was due to a cerebral hemorrhage, fol- 
lowing a paralytic stroke suffered three hours 
earlier. Dr. Weaver, who was fifty-eight years 
of age, studied medicine at the University of 
Virginia, and received his diploma from that 
school in 1894. Following his graduation he 
returned to his home county and_ practiced 
there continuously. His wife and six children 
survive him. One of the sons is now study- 
ing medicine at the University of Virginia. 
Dr. James Wood Jordan, 

Formerly of Asland, Va., died December the 
7th, after having been in ill health for the past 
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three years. He was fifty-three years of ag 
and graduated from the Medical College o: 
Virginia in 1901. Prior to the entry of th 
United States into the World War, Dr. Jordai 
was a major in the Anglo-French medica! 
corps stationed at a hospital near Paris. Hi 
later resigned this position to serve in the medi 
cal corps of the American Expeditionary) 
Forces. At the close of the war, he remaine 
in the army and served at several posts wn 
til his health declined. His wife, two sister: 
and a brother survive him. 

Miss Agnes Dillon Randolph, 

Richmond, Va., Director of the Tuberculo 
sis Bureau of the Virginia State Department 
of Health, died on December the 4th, follow- 
ing a short illness. In the words of an edi- 
torial in a daily paper, the death of Miss Ran- 
dolph “marks the passing of one of the ablest 
women executives and public servants the 
State has ever known.” As a girl she trained 
as a nurse, and served as superintendent of 
nurses both at Virginia and Memorial Hos- 
pitals in Richmond, and was later founder of 
the chair of Nursing at the University of Vir- 
ginia. In 1914, Miss Randolph became execu- 
tive secretary of the Virginia Tuberculosis As- 
sociation, which position she held until 1919. 
She was nationally known for her work as an 
executive in the tuberculosis field. 

Dr. C. T. Barker, 

Gate City, Va., died on October 6th, death 
being due to nephritis. He was seventy-seven 
years of age and was licensed in Virginia by 
exemption. 

Dr. Theodore Dudley Rountree, 

Rockdale, Texas, who graduated from the 
University of Virginia, Department of Medi- 
cine, in 1902, died in San Antonio, Texas, on 
October 5th, aged fifty years. 

Dr. Harry Houston Hughart, 

An alumnus of the former University Col- 
lege of Medicine, Richmond, Va., in the class 
of 1900, died suddenly on November 3rd, at 
his home in Tombstone, Ariz., at the age of 
fifty-four years. Death was due to heart dis- 
ease, 

Dr. Henry Hubert Powell, 

Stantonsburg, N. C., died on October 14th, 
aged forty-four years, of heart disease, Dr. 
Powell studied medicine in Richmond, gradu- 
ating from Medical College of Virginia in 
1911. 
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